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sociation of Military Surgeons of 
the United States of America, fellow 


Be sci KERN, members of the As- 


guests. 

First, I want to thank you and your Coun- 
cil personally for inviting me—the Royal 
Navy’s representative here in the United 
States—to meet this unique gathering of 
eminent doctors. Unique because nowhere 
selse could one encounter a more cosmo- 
politan assembly of professional men and 
women whose primary interest it is to dis- 
cuss the practice and advancement of mili- 
tary medicine. 

I want to thank you and the Association 
on behalf of all your guests for your invita- 
tion to join your Annual Convention and see 
something of your many and various medi- 
cal activities and for your very generous 
hospitality, in particular the kind thought be- 
hind this international luncheon which enables 
us to meet each other under such pleasant 
conditions. 

This hospitality and all the work and care 
pthat has gone into the preparation of this 
convention is in fact no more than I would 
have expected from the medical branches of 
the United States Services, of whom I have 
formed the very highest regard while I have 
® been here in Washington. 

Admittedly, and perhaps fortunately, I 
have not had much personal experience of 
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the application of the medical art during my 
time here; but, in a job like mine I see and 
hear a lot, and all of that is very much to the 
credit of those Services. Their thoroughness 
and progressiveness, their confidence in 
themselves and their pride of work has im- 
pressed me very much; qualities which seem 
to permeate down through all grades of of- 
ficer and enlisted man. 

What personal knowledge I have is con- 
fined to the domain in the Main Navy Build- 
ing where Captain Burkley and his col- 
leagues deal with something like a thousand 
patients a day regardless of color, sex, age 
or creed. Many of us in the foreign services 
here in Washington can be grateful to that 
remarkable organization and the invariable 
courtesy, efficiency and cheerfulness which 
is shown by all to all. Admiral Kenney, I 
welcome this opportunity of expressing my 
thoughts on this matter, my admiration and 
my thanks. 

In my early days at sea we got along with 
relatively small medical staffs. In our bat- 
tleships maybe you would find two, in cruis- 
ers probably only one doctor, and in the 
smaller ships none at all, and they did not 
appear to be overworked. They were nice 
fellows, very useful in the wardroom taking 
on odd jobs such as the organization of 
games, or theatricals, always ready for a 
game of bridge and spending long hours on 
matters connected with the supply of wine 
and spirits. The fact is that in times of peace 
we all led much more normal lives in those 
spacious days and were correspondingly 
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more healthy I think. (In War, of course, it 
was a different matter.) Nowadays working 
and living with our ever more complicated 
and concentrated weapon systems, whether 
these systems are on the sea, or under the 
sea, or in the air, becomes much more of 
a problem, in the solution of which advanced 
medical knowledge is an increasingly impor- 
tant factor. 

The good health and morale of the fight- 
ing service man has of course always been 
vitally important. The commander who has 
forgotten that has usually come a cropper. 
The British Army under General Wolfe that 
besieged Quebec in 1759 was well found and 
led; their casualties in the crucial battle on 
the Heights of Abraham amounted to a mere 
handful of men, but in the following winter, 
with victory won, the same British force 
quartered in the city of Quebec lost over 
half its men through disease and malnutri- 
tion without the enemy lifting a finger. Our 
great leaders in the past were well aware of 
this. Admiral Lord Nelson, whose victory 
of Trafalgar we in the Commonwealth 
Navies were commemorating a few days 
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ago, took infinite care over the health and 
morale of his ships’ companies. This js 
borne out fully in some of his letters, Of 
particular interest are those he wrote during 
the two years before Trafalgar when he was 
continuously at sea with the Fleet. In March 
1804 he wrote to an old friend, Dr. Moseley, 
“The great thing in all military service is 
health, and you will agree with me that it is 
easier for an officer to keep men healthy than 
for a physician to cure them” ; and later in 
the same letter “I have, by changing the 
cruising ground not allowed the sameness of 
prospect to satiate the mind.” About the 
same time he wrote to another doctor “Bear 
in mind not to be penny wise and pound 
foolish—a small sum well laid out will keep 
the Fleets healthy, but it requires large sums 
to make a sickly Fleet healthy.” 

There have been tremendous changes in 
the last one hundred and fifty-five years, but 
what Nelson wrote then is just as true to- 
day. The problems are much the same but 
infinitely more difficult to lick in some re- 
spects. On the same day that we were com- 
memorating the death of Lord Nelson and 
his victory at Trafalgar, our Queen Eliza- 
beth launched our first nuclear-powered sub- 
marine at Barrow-in-Furness in England. 
The operation of this ship has required the 
solution of many new and complicated medi- 
cal problems. She will have a crew of some 
ninety officers and men; among them will be 
a medical officer and three experienced medi- 
cal staff technicians. Their time will be 
largely taken up not so much with ordinary 
medical duties as we have envisaged these in 
the past, but with the control of the radia- 
tion environment of the crew and of the 
many environmental factors which must be 
considered when men have to live within this 
complicated weapon system for days and 
weeks on end. We have to cope with similar 
complexities in the air and in modern land 
operations. 

To-day we in the military are changing 
our environment and we are asking for 
much from our medical advisers. 

There are other troubles. In the old days 
we led vigorous lives—“March like the in- 
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fantry, ride like the cavalry,” and all that— 
with insufficient nutrition. Now we take no 
exercise ; nobody thinks of marching or rid- 
ing these days—and we eat too much! 
There is a real danger of our military forces 
going soft in the way of life many of us en- 
joy today, a softness which is not likely to 
be found in our enemies. 

There is no doubt in my mind, nor I am 
sure in the mind of any thinking service of- 
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ress in our military thinking, a progress which 
can only come fror1 our medical advisers, in 
the civilian, as well as in the military, field: 
it calls for a great effort and a joint effort. 
We must pool our efforts and help each 
other. Gone are the days of the Service doc- 
tor having time on his hands. He now stands 
at the right hand of the commander. I am 
sure this is a challenge which our medical 
people will meet and I am equally sure this 














convention will do much to further that en- 
deavor. 


ficer, that we are now immensely dependent 
on a significant contribution to medical prog- 


CITIZENSHIP... 

The freedom we Americans enjoy—the cornerstone of our government, the foundation of 
our way of life—is our most precious possession—and our most costly one. We must re- 
member that it is ours today only because of long centuries of courage and devotion, of toil 
and sacrifice, of struggle and achievement on the part of countless millions of men and women. 
And we must remember, too, that it will continue to be ours only so long as the members of 
each succeeding generation of citizens faithfully nourish it, and valiantly defend it, not only 
against attack by enemies from without, but against such deadly adversaries as neglect of civic 
duty, indifference to wrong, disregard of right, and the twin evils of blind prejudice and 
intolerance. 

“Responsibility” is the key word. Our American citizenship is far more than a legal status, 
or a source of rights and privileges. First and foremost it is a responsibility—a grave but 
magnificent personal responsibility for the well-being of a great nation and the preservation 
of the human values which make it great and strong. 

It is a responsibility which a citizen may, to his shame, neglect, but which he can never 
escape. 

In the long run we as citizens, and we alone, can determine the destiny of our nation, for 
government at the top can be no better—no more wise and prudent, no more forceful and 
effective—than we cause it to be. 

This is a great responsibility of citizenship. 

We must be ready and willing to answer the summons to public service whenever it comes— 
whether it be in our town or at any other level of government, and in whatever capacity, and 
we must serve not half-heartedly but enthusiastically and to the limit of our capability. For 
example, we must not shirk military service when our country calls, In the words of Wash- 
ington: ‘Every citizen who enjoys the protection of a free government owes not only a portion 
of his property, but even of his personal services to the defense of it.”” We must stand straight 
and tall in the community for what we believe to be right, and speak out with a strong and 
penetrating voice against what we know to be wrong. It has been well said that “Silence is 
not always golden; it is sometimes plain yellow.” 

May each of us be able truthfully to say with the immortal Lincoln: “I do the very best I 
know how, the very best way I can, and I mean to keep on doing so until the end.”—Etvis J. 
STAHR, JR., Secretary of the Army. 
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(With seven illustrations) 


Orient, travelling by plane in the late 
summer of 1960. My interest was pri- 
marily in diseases of the skin and their eco- 


| VISITED dermatologic clinics in the 


logic and ethnologic influences. By prear- 
rangement I had entree to clinics and hospi- 
tals in the cities visited starting at Honolulu. 
The principal cities visited were Tokyo, 
Hong Kong, Singapore, Bangkok, Benares, 
New Delhi, Bombay, Istanbul, Barcelona, 
Madrid to New York. 

My hosts and informants were chiefs of 
the departments of dermatology in the clin- 
ics visited, and in addition, in Manila, Bang- 
kok, Bombay and Istanbul, our former stu- 
dents who were trained at the Graduate 
School of Medicine, University of Penn- 
sylvania. 

The following summary serves to avoid 
repetition in subsequent discussion of each 
clinic visited. 

Leprosy. In the countries visited, leprosy 
was conspicuous as a health problem. I ob- 
served patients with leprosy in a number of 
clinics including Spain. At the King Edward 
VII Memorial Hospital in Bombay, of 60,000 
out-patients 6,000 were lepers. Desai’ gives 2 
million as the number of lepers in India, 

Despite its antiquity and the good effect 
of modern treatment (DDS-Dapsonne) the 
disease, with its multitude of symptoms and 
its devastating effects if untreated, still re- 
mains of great public health importance in 
many countries. The world total is estimated 
at 10 million.2? The known prevalence in the 
continental United States is less than 1000 
cases.? Leprosy is a fascinating disease with 
still unsolved problems and is worthy of 
study by the best of minds. 

Geographic Aspects of Cancer. Consistent 
with reports in the literature, there was low 

From the Department of Dermatology, Graduate 
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incidence of cancer of the skin of dark 
skinned races in clinics visited. For example, 
in Allison’s study* skin cancer was 45 times 
as common among Caucasians as among 
non-Caucasians in Honolulu. In all of Japan 
there were 242 cases of malignant mela- 
noma from 1890 to 1954. It is well known 





that cancer of the skin occurs less often in 
Negroes than in the white race. ' 

The so-called Canton tumor (cancer aris- 
ing in the naso-pharynx) is the second most 
frequent cancer in Hong Kong.‘ It predom- 
inantly appears in male Chinese from Can- 
ton living in Hong Kong or other parts of 
southeast Asia, such as Bangkok and Singa- 
pore. Dr. A. L. Gwee, pathologist at the 
Singapore General Hospital, however, was 
of the opinion that its alleged racial inci- 
dence is exaggerated. 

Apparently there is high incidence of can- 
cer of the mouth and of the penis in India. 
The former is thought to be related to ir- 
ritant action of the concoction comprising 
chewing betel-nut (one ingredient is lime). 
Frequency of cancer of the penis among the 
populace of Malaya was observed by Fasal.’ 
He regarded topical use of an aphrodiasic as 
an etiologic factor. A slightly higher rate of 
cancer of the penis in Johannesburg Bantu 
males than expected for white persons in the 
United States was reported by Higginson 
and Oettle.® 

I was informed of the frequency of pri- 
mary cancer of the liver in Singapore and | 
in Bangkok. Higginson, Oettle,® and others 
report its higher rate of incidence in certain 
global regions. 

From observations of patients in clinics 
and of pedestrians, the impression was 





gained that keratoses and other evidence of 
the senile skin was of less incidence than in 
non-Caucasians. 

Disturbances of Pigmentation. In this cat- 
egory there is a greater incidence of derma- 
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toses among non-Caucasians than among 
Caucasians. It is a peculiar problem of the 
more pigmented skin and predominantly in- 
cluded vitiligo, hyperpigmentation, apigmen- 
tation, leukoderma (and still other dermato- 
ses discussed under Tokyo). 

These disorders represented almost ten 
percent of office practice of Dr. Desai’ in 
Bombay. The latter pertinently writes “the 
major burden of our color problems will be 
that of restoring to normal variegated dys- 
chromias and depigmentations which you do 
not see as such.” 

Leukoderma (in the countries visited) is 
of importance in relation to leprosy. Leuko- 
dermic-like lesions of tinea versicolor re- 
sembles early lesions of neural leprosy. Leu- 
koderma, as residual lesions of leprosy, may 
be of psychic importance to the patient. This 
is exemplified by one seen in Manila; al- 
though the smear test was negative, he had 
considerable psychic fixation on a solitary 
lesion of leukoderma on the forearm that he 
regarded as stigmatizing him as a leper. He 
sought treatment for its removal. 

Mongolian Blue Spot. This lesion is con- 
spicuous among pigmentary anomalies. It 
was to be found (if looked for) among in- 
fants and children in every clinic visited 
except in Europe. 

It is present, as a bluish dark lesion of 
variable size and shape, single or multiple 
in the sacral, lumbar and gluteal regions, in- 
deed, scattered over the entire back. Its 
highest incidence is in the Mongoloid race. 
It is present in almost 100 percent of all 
Japanese infants and has high incidence in 
Chinese infants. It occurs in Eskimos, 
American Indians, Filipinos, Negroes, Ma- 
lay races, Polynesians, Portuguese, Russians 
and darker Mediterranean white races, and 
Mongoloid-Caucasoid hybrids. It is not a 
sign of pure bred Mongolian. 

The coloration is due to melanoblasts sit- 
uated in the deeper layer of the corium. The 
same cell has been found in European ba- 
bies, rarely in sufficient quantity to cause the 
appearance of a blue spot. The opinion has 
been expressed that these cells represent the 
vestige of a phylogenetically ancient pig- 
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Fic. 1. Nevus of Ota (discussed in text) on face 
and conjunctiva. This is essentially a persistent 
Mongolian biue spot. There is some resemblance of 
this lesion to the port wine stain part of the Sturge- 
Weber Syndrome. Both lesions appear in the tri- 
geminal region. (Courtesy of Dr. T. Kawamura, 
University of Tokyo). 


mentary layer. 

The Mongolian blue spot occurring else- 
where, usually on the face, unilateral or bi- 
lateral, with or without conjunctival involve- 
ment is called nevus fuscocaeruleus ophthal- 
mo-maxillaris (Ota—Fig. 1). In this event it 
does not disappear. Its incidence is stated to 
be 0.5 percent to 1 percent of the population 
of Japan.’ 

The Pigmented Skin and Contact Der- 
matitis. It is generally stated that the pig- 
mented skin of non-Caucasians is more re- 
sistant to primary irritants and cutaneous al- 
lergens. The American Negro is no excep- 
tion to this statement. The impression was 
gained that the incidence of contact dermati- 
tis was less in the countries visited than that 
in the United States. Perhaps there is no, or 
fewer, exposures to the cutaneous irritants 
and allergens encountered in the United 
States, especially in industry. 

There was no plant in the countries visited 
that caused such high incidence of allergic 
contact dermatitis as does the Rhus family 
in the United States. A possible exception 
is the Mango. 
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Honolulu. The population of Honolulu is 
443,542; of the state of Hawaii 575,771. In 
1950 the population by race was: Hawaiian 
or part Hawaiian, 85,391, Chinese, 32,225, 
Japanese 184,119, Filipino 60,453, Puerto 
Rican 8852, Korean 6492. The Hawaiian 
atmosphere that characterized Honolulu of 
former years is disappearing through new 
building construction and industrial expan- 
sion—a new oil refinery, cement plants, steel 
mill and a plant to make paper from bagasse, 
the residue of cane sugar. 

Of the six major hospitals in Honolulu, 
Queens Hospital is the oldest. The most 
recent one is the hospital of Kaiser Foun- 
dation Health Plan. The latter is a closed 
panel group payment plan conducted by lay 
persons, that offers the subscriber unlimited 
medical service. 

(Hale Mo- 
halu) in Honolulu. The one (Kalaupapa) 
Molokai, well known 


There is one leprosarium 
on the island of 
through the missionary, Father Damian, is 
maintained only for the older patients who 
wish to remain. The incidence of leprosy in 
Hawaii is decreasing. The present known 
total number is 346. Interestingly, the Ha- 
waiian Board of Health designates the dis- 
ease ““Hansen’s disease” and the leprosari- 
um as Hansen Hospital. (This is doubtless, 
as later discussed, part of the universal 
campaign to remove the stigma of the dis- 
ease. ) 

There are eight well-trained dermatolo- 
gists in Honolulu, all of whom practice der- 
matology exclusively. There are no exotic 
skin diseases in Hawaii. As reported by 
Arnold,® the dermatoses seen in Hawaii do 
not differ greatly from those seen in main- 
land United States. There is variation, how- 
ever, in the incidence of some cutaneous dis- 
eases in comparison with the mainland. Pso- 
riasis, light sensitivity dermatoses (poly- 
morphous light eruptions, solar dermatitis), 
epidermophytosis of the feet, pemphigus and 
dermatitis herpetiformis are less common. 


There is an increase in incidence of alo- 
pecia areata and localized neurodermatitis 
among the Japanese and Filipinos. 

Scabies is no longer seen in Hawaii. Of 
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tinea of the scalp, Arnold has never ob- 
served M. anndouini infection and rarely 
sees tinea favosa. The two outstanding 
causes of allergic contact dermatitis is the 
mango tree (Mangifera indica) and only 
the blossom of the kahili flower (Grevillea 
Banksii). The mango is abundantly distrib- 
uted throughout Hawaii; it has a compara- 
ble reputation as a dermatitis-producing 
plant as have the poison ivy and poison oak 
in the mainland United States. The latter 
plants do not exist in Hawaii. The sugar 
cane ear (boxer ear), an occupational der- 
matosis caused by sugar cane being carried on 
the shoulder and rubbing against the ear, no 
longer occurs through modern means of 
transportation. A traumatic dermatitis on 
the inner aspect of the ankle may occur 
among workers bundling sugar cane in 
which process the foot is used. 

Tokyo. The airplane to Tokyo was perti- 
nently marked “Wings of the New Japan.” 
There is much evidence of Western influ- 
ence in Tokyo, the largest city in the world; 
the population is over nine million compris- 
ing 828 square miles. Tokyo is a modern 
cosmopolitan city without evidence now of 
destruction by bombing in the last war. 
Pedestrians wearing kimonos or yukata are 
infrequently seen. New buildings, including 
modern office buildings, are among other 
evidences, of considerable industrial expan- 
sion. 

Westernization is, however, less apparent 
in the deep rooted traditions that govern 
family life, professional and business life. 
One example is the suppressed role of 
women who customarily do not take part in 
the social life of men. Their role in dining in 
public restaurants is relegated to the Geisha. 

There are more than 150 hospitals in 
Tokyo, (Fig. 2) the majority of which are 
old; modern equipment is difficult to obtain 
as is financial support of research. 

There are about 300 dermatologists in 
Tokyo, about 80 percent of whom have hos- 
pital appointments. Full-time employed pro- 
fessors and assistants are paid (equivalent 
in our currency) $95 to $143 per month for 
the former and $36 to $60 for the latter. 
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Private practice is not permitted. This com- 
pares to the following salaries (equivalent to 
dollars per month): $43 is an average wage 
for city workers, $60 for middle rank civil 
officials, $56 to $70 for a typist, $31 for a 
maid (that lives in the household). The cost 
of living, however, is considerably less than 
in the United States. 

The plan of medicine is socialized which, 
however, does not cover all persons. Eighty 
percent of the practice of medicine is 
through socialized medicine. The fees al- 
lowed under this system are relatively small 
so that few, if any, dermatologists can af- 
ford an automobile. 

The specialty of dermatology includes dis- 
eases of the skin, cosmetic surgery, venereal 
diseases and urology ; the latter includes mi- 
nor and major urologic surgery. I saw ex- 
cellent results of cosmetic surgery in the 
wards and clinics. Interestingly, one phase 
was excision of the medial epicanthus 
(“Mongolian fold”) to widen the palpebral 
fissure, to eliminate the feature that charac- 
terizes the oriental eye. This operation on 
Japanese girls and women is becoming in- 
creasingly popular. 

An outstanding health problem in Japan is 
tuberculosis, the morbidity rate of which is 
three million and yearly mortality is 150,000. 
Cutaneous tuberculosis is therefore more 
frequent than in the United States. One dis- 
tinctive lesion that is fairly common is papu- 
lonecrotic tuberculide localized to the penis. 

There are 15,000 leprosy patients in Ja- 
pan, as contrasted with 30,000 in 1904.° 
Of the ten public and three private lepro- 
saria in Japan, the Nagashima Aiseien Lep- 
rosarium is one of the largest with 1,600 
patients. It has the distinction of being the 
headquarters of the dean of leprologists, 
Dr. K. Mitsuda, whose name is immortal- 
ized in his skin test for resistance to lep- 
rosy, the lepromin or Mitsuda reaction. Glu- 
cosulfone (Promin) appeared to be preferred 
to sulfoxone sodium (Diasone) in treatment 
of leprosy. 

In addition to common diseases of the 
skin, distinctive dermatoses are pigmentary 
anomalies. Ito’ pertinently writes: “ 
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Fic. 2. A new wing of the Hospital of the Medical 
School of the University of Tokyo. 


among the Yellow races there are types of 
pigmentary affections different from those 
found among the White and colored races. 
.. .” Of these affections that are rarely, or 
not, seen in the United States, only a few 
need be keratodermia tylodes 
palmaris progressiva (Dohi and Mijake), 
dyschromatosis symetrica herdeditaria (To- 
yama), acropigmentatio reticularis (Kita- 


mentioned 





mura) ; Melanosis of Riehl is of greater fre- 
quency than in the United States. 

Manila. The population of Metropolitan 
Manila is about two and one-half million; 
that of the entire Philippines is about 23 
million. Manila is a modern city with many 
new buildings and without evidence now of 
destruction by bombing in the Second World 
War. Industry outside of Manila is expand- 
ing. The climate in most months of the year 
is hot and humid. The native language is 
Tagalog. English is widely spoken. 

Manila has three general hospitals, one of 
which is the Philippine General Hospital, 
part of the University of the Philippines. 
There are, in addition, seven private Uni- 
versities, four of which have medical 
schools. 

Of about 20 dermatologists in Manila, 
six are well trained whose practice is con- 
fined to dermatology. There is no trained 
dermatologist outside of Manila. Graduate 


training in dermatology has not been devel- 
oped since very few graduates of medical 
schools are interested in such training. Some 
specialties have a board that issues a certifi- 
cate of training. There is no socialized plan 
of medicine. 
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Fic. 3. Patients and Staff at Leprosarium built by the Leonard Wood Memorial at Cebu as a model 
institution. (Courtesy Leonard Wood Memorial For The Eradication of Leprosy.) 


Outstanding health problems of the Phil- 
ippines are tuberculosis and leprosy. New 
cases of syphilis are uncommon. There are 
very few tropical systemic infections. Yaws 
is now under control, it is endemic only in 
some sea coast towns. 

All of the common diseases of the skin 
were observed in the clinic. Of fungous in- 
fection, tinea imbricata and chromoblasto- 
mycosis are seen, and of the scalp M. audou- 
ini infection is rare. Tuberculosis of the 
skin is frequently seen. Allergic contact 
dermatitis occurs from the plant Frangipani 
(known as “calachuchi”), narra, a hard 
wood, the bark of the Mangrove tree (used 
in tanning), and juice of the stem of papaya. 

The study and treatment of leprosy is well 
organized under auspices of the Leprosy 
Research and Training Center in Manila. 
The director is Dr. Jose V. Rodriguez, a 
leprologist of high repute. There are eight 
distributed leprosaria, ten mobile units and 
four stationary clinics. 

The province of Cebu is the most impor- 
tant focus of leprosy in the Philippines’? 
(Fig. 3). Its estimated population is 
1,160,00. The number of registered lepers 
(as of January, 1957) was 2749, of whom 
1114 were bacteriologically positive. The in- 


cidence rate for the province for both 
“open” and “closed” cases is 2.37 per 1000. 
This is more than twice the number for the 
population of the whole of the Philippines. 
The incidence of the disease in different 
municipalities of Cebu varied from 0 to 7.23 
per 1000. The number of cases of “open” 
type of the disease in Cebu province gradu- 
ally decreased in two periods, 1904 to 1924 
and 1930 to 1955. The total reduction in 
these two periods was 54 percent. This de- 
creasing trend antedated the use of DDS. 
It was attributed to better nutrition and 
health habits, education, improved method 
of segregation, campaign to remove the 
stigma of the disease and to encourage early 
voluntary presentation of all cases in order 
to overcome the delay between onset of the 
disease to the start of treatment. 

There are about 12,000 registered lepers 
in all of the Philippines and probably an 
additional 5000 not registered. 

All bacteriologically positive cases are seg- 
regated. Under certain circumstances, that 
includes regular treatment, some patients 
may live at home. The average dose of DDS 
is 100 mgm. daily in conjunction with an 
antianemic medicine. Bacteriologically posi- 
tive cases to become negative usually re- 
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quire one year of treatment for early cases, 
three to four years for advanced cases. The 
patient is discharged as cured after two con- 
tinuous years of being bacteriologically nega- 
tive. 

Hong Kong. Hong Kong, an island sepa- 
rated by Victoria Harbor from Kowloon on 
the mainland, comprises the British Crown 
Colony. Prior to the Communist conquest of 
the mainland in 1949, some 600,000 persons 
lived there. Now the population is estimated 
at almost three million (it is believed one- 
third are under 14 years of age), one of the 
world’s most densely populated cities. Hong 
Kong has become one of the world’s major 
sea ports and one of its most beautiful, com- 
peting with Istanbul, Rio de Janiero and 
San Francisco, but more distinctive. 

Contributory to the increase in population 
are about one million refugees—crowded 
into government built flats (Fig. 4) and liv- 
ing on roofs, on barren slopes in kindling- 
and-paper shacks and working for (equiva- 
lent to our currency) $1 a day. 

Real estate values have risen; new build- 
ing construction is increasing with new in- 
dustries and workshops. This is reflected by 
the crowded streets and shops, new office 
buildings, the over-filled tenement houses 





Fic. 4. Shek Kip Mei Polyclinic (extreme right) 


in Kowloon. The row of buildings are some of 
many Government flats for the million refugees. 
Hong Kong and Victoria Heights are in the back- 
ground. 
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and the large number of patients in the 
clinics I attended. 

Of the 12 hospitals maintained by the 
Government the Queen Mary is the largest 
with 600 beds. It is the teaching hospital for 
the University of Hong Kong Medical 
School. There are 19 other hospitals, a 
number of nursing and maternity homes, 
and government dispensaries. The one lepro- 
sarium has about 500 patients and, in addi- 
tion, nine out-patient clinics. 

The outstanding health problem is tuber- 
culosis* (2% of the population has active 
tuberculosis). New born infants are vac- 
cinated with BCG. Diphtheria is the second 
health problem. The remaining most com- 
mon infectious diseases are typhoid fever, 
bacillary dysentery and measles. There are 
no tropical systemic infections, small pox, 
yaws, or rabies. There is considerable sub- 
nutrition rather than malnutrition secondary 
to unbalanced diet and shortage of protein. 
Malaria has been almost irradicated and new 
cases of syphilis have decreased from 447 
cases in 1954 to 12 in 1958. 

Dermatology is classified under Social 
Hygiene in which is also included leprosy 
and venereal diseases. Dr. G. M. Thompson, 
a British dermatologist in government em- 
ploy, and Major Minett of the British 
Army, are the only well-trained dermatolo- 
gists in the Colony. Most patients with dis- 
eases of the skin are either treated free in 
government clinics, or by general practi- 
tioners. The system of medicine is not so- 
cialized. 

I saw about 100 patients in the Shek Mei 
Polyclinic (Fig. 4). Their ages ranged from 
five days to 85 years. The predominating 
eruption was all varieties of pyodermas and 
localized neurodermatitis. Some of the pa- 
tients had been treated with herbs by a Chi- 
nese “Doctor”; others wore, on part of the 
eruption, a plaster bearing, I was told, a con- 
coction made from toads. The high birth rate 
of the Chinese was emphasized by a patient 
with an infant strapped to her back, an older 
child on each arm, and trailed by still sev- 
eral other children. 

Pyodermas were frequent in infants and 
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children; of the latter a number had “run- 
ning noses.” Reported studies* showed high 
percentage of staphylococci resistant strains 
to pencillin and an increasing percentage in- 
cidence to other antibiotics. 

Cases of cutaneous tuberculosis included 
tuberculosis verrucosis cutis, occurring par- 
ticularly in children, attributed to direct in- 
oculation by sputum. 

A distinctive contact dermatitis was “clog 
dermatitis” (also seen in India )—dermatitis 
of the anterior dorsa of the feet correspond- 
ing to contact with the straps of their san- 
dals. This was attributed to mechanical cau- 
sation and also an allergic reaction to nylon 
and to rubber (as demonstrated by patch 
tests). 

Cases of pediculosis and scabies were not 
as common as one would expect considering 
the overcrowded tenement houses. The high 
incidence of localized neurodermatitis im- 
pressed me as a racial predisposition. Con- 
sistently, its high incidence has been reported 
among Chinese in New York City by Rein 
and Snider," in North China by Keim,’* and 
in Malaya by Fasal.° 

Singapore. Singapore, an island at the 
southern tip of the Malay Peninsula, has a 
population of over 1,200,000 of which 80 
percent are Chinese. The rest of the popula- 
tion are Europeans (about 15,000), Indians, 
Pakistans, Malays and Eurasians. The 
weather is hot and humid. About 70 percent 
of the Malay Peninsula with a population of 
five million is jungle, inhabited by Malay’s 
aborigines of different tribes. 

Singapore is a fascinating city with many 
contrasts—race courses, polo and cricket 
grounds, different races of people, luxuriant 
botanical garden, Chinese and 
Hindu temples. 

What is equally interesting is Singapore 
as a medical center and the facilities for the 


foliage, 


study of exotic diseases. There are five ma- 
jor hospitals (more than 300 beds) and nine 
smaller ones (less than 300 beds). Included 
in the latter are: Skin and Venereal Disease, 
Infectious Diseases and, interestingly, an 
Opium Treatment Centre. 

The Singapore General Hospital is one of 


the largest (1191 beds) ; it is associated with 
the Medical School of the University of 
Malay. Its staff comprises 166 physicians, 
including the teaching staff of the Medical 
School. Its training school for nurses has 
700 students, one of the largest in the world, 
The Maternity Hospital, I was told, is also the 
largest in the world; the usual number of 
deliveries is about 100 daily. The Leprosy 
Settlement has 1023 beds. 

The outstanding health problems of Sin- 
gapore are tuberculosis (prevalent rate about 
3%), premature births and diseases of early 
infancy, influenza, gastroenteritis, dysentery, 
and typhoid fever. Poliomyelitis, diphtheria, 
and whooping cough are endemic. Of tropi- 
cal endemic diseases are dengue fever, trop- 
ical typhus, bacillary and amoebic dysentery, 
intestinal worm infestations, ascariasis, anky- 
lostomiasis, enterobiasis and virus encephali- 
tis (some cases caused by Japanese B en- 
cephalitis). Beri beri is becoming less fre- 
quent; small pox and malaria have been 
eradicated. New cases of syphilis have de- 
creased from 4575 cases in 1949 to 1035 in 
1958; the rate of positive serologic test for 
syphilis for expectant mothers has decreased 
to 0.7 percent.” 

An outbreak of 402 cases of type I po- 
liomyelitis occurred in 1958. Mass vaccina- 
tion of over 200,000 children with oral 
Sabin vaccine was carried out. 

Of about 35 dermatologists in Singapore, 
four are well trained. The remaining are 
internists and general practitioners with spe- 
cial interest in dermatology. My host and 
informant was Dr. Khoo Oon Teik of the 
Singapore General Hospital. Dr. Teik was an 
internist and an equally capable dermatolo- 
gist (his practice required speaking four 
Chinese dialects). I saw patients with him 
at the Skin and Venereal Disease Hospital 
and in the ward at the General Hospital. 

Of the dermatoses that were commonly 
observed in the clinic, mention was made of 
tuberculosis, acne, pyodermas, psoriasis, 
acute and chronic lupus erythematosus, and 
atopic dermatitis. Despite greater exposure 
to sunlight, porphyria and light sensitivity 
dermatoses are seldom seen. Apparently 
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there is increased incidence of Vitamin A 
deficiency, sensitization dermatitis to strep- 
tomycin (among the nursing staff), a pruritic 
papular eruption that resembled Hebra’s 
prurigo, contact dermatitis of the hands at- 
tributed to absence of washing machines in 
the home and of certain workers, to absence 
of automation in industry. 

Of patients I saw in the wards there was 
a greater ratio of dermatitis exfoliativa and 
of pemphigus foliacious than in the United 
States. 

I was informed of two common occupa- 
tional dermatoses of the hands; one from a 
primary irritant action of formic acid in 
processing latex, the other from exposure to 
fresh pineapple juice in the canning of pine- 
apples. In absence of automation (in con- 
trast to its use in Hawaii) the hands of 
workers are freely exposed to pineapple 
juice. Polunin** has shown that the proteo- 
lytic enzyme (bromelin) in the juice is the 
cause of superficial erosions on the fingers, 
doubtless through digestive action on the 
proteins in the skin. 

Tinea imbricata is endemic in the Malay 
Peninsula and is common in each of the 
main types of Malaya aborigines. I was in- 
formed that preliminary results in its treat- 
ment by Griseofulvin is favorable. 

India, India is a land of many languages 
(some forty or more), contrasts, religious 
beliefs, dresses and customs. It is a huge 
country of about 12 million square miles, in- 
habited by 360 plus, million people, increas- 
ing at the rate of about six million a year. 
About 82 percent of the population live in 
villages. 

Since the first of the five year plans was 
initiated in 1951, India has expanded indus- 
trially, economically, in public health and 
welfare. Before the first year plan, the mor- 
tality was 19.7 per thousand; in 1958, it was 
8.8. The average age expectancy rose from 
27 years to 32.4 years. The infant mortality 
rate has been reduced to 114 from 146. The 
number of hospitals and clinics increased 
from 3825 in 1947 to over 10,000 in 1957, 
and the number of medical schools from 40 
in 1947, to 75 in 1960. 
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Fic. 5. The Irwin Hospital in New Delhi. 
A Government hospital of 1000 beds. 


The outstanding health problems in India 
are tuberculosis, leprosy and tropical infec- 
tions like cholera and typhus; one could add 
malnutrition, especially to proteins. Malaria 
and leishmaniasis have considerably de- 
creased. Yaws is endemic only in certain 
regions. Smallpox is common, since there is 
no compulsory vaccination. 

There is no reliable figures of the inci- 
dence of venereal diseases, sypuilis has de- 
creased but apparently not to the extent 
comparable to that in Europe and in the 
United States. Venereal diseases account for 
almost one-sixth of the clinic case load.* 

At the dermatologic clinic in the Irwin 
Hospital (1000 beds) in New Delhi, (Fig. 
5) my host was Dr. M. R. Sethi, and at the 
clinic in the King Edward VII Memorial 
Hospital in Bombay (population 4% mil- 
lion), the director, Dr. Sharat C. Desai, and 
our former student, Dr. Mohan Dhurandhar. 
Dr. Desai has a well-organized clinic and 
laboratory. On his staff, in addition to two 
well-trained dermatologists, are a biochemist 
and a mycologist. Additional principal der- 
matologic clinics are in Calcutta, Madras, 
Armitsar and Vellore. 

There are about 100 dermatologists in all 
of India who practice dermatology exclu- 
sively. They are mainly in teaching centers. 
Other dermatologists are internists or gen- 
eral practitioners with a secondary interest 
in dermatology, and are included on the staff 
of most skin clinics. The majority of pa- 
tients with diseases of the skin are treated 
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Fic. 6. The Dermatologic Clinic of the Hospital 
of the Medical School of the University of Istanbul. 
As is usual in Europe each specialty operates as an 
independent unit in a separate building. 


in general hospitals, dispensaries, or by gen- 
eral practitioners. 

Physicians in government hospitals are 
paid (equivalent in our currency) $30 
monthly. This increases to about $100 in ten 
years. They are not employed full-time and 
engage in outside practice. Honorary con- 
sultants are not paid. Full-time employed 
physicians such as professors of medicine 
and surgery are paid $350 monthly. This 
compares to the following salaries (equiva- 
lent in dollars per month): Top government 
officials, $600; unskilled laborers, $15; 
clerks, $18; stenographers, $30 to $50; a 
house servant, $6 with meals included. 

Post-graduate training in dermatology is 
essentially clinical. After one year a diploma 
is given. The new All India Institute of 
Medical Science in New Delhi, however, will 
now be the center of post-graduate training. 
New Delhi is also the headquarters of the 
Indian Research Council that fosters and 
coordinates medical research. 

All of the common diseases of the skin are 
observed in the clinics and wards. There is, 
however, variation in incidence of some 
compared to Continental Europe and the 
United States. There is greater incidence of 
the following diseases: cutaneous tuberculo- 
sis, pyodermas, scabies, pemphigus foliacious, 
probably deep-seated mycosis-like mycetoma, 
nocardiosis, actinomycosis and, as already 
discussed, leprosy and pigmentary disturb- 
ances. There is less incidence of cancer of the 


skin, atopic dermatitis, dermatophytosis of 
the feet, acute and chronic lupus erythemato- 
sus, and light sensitivity dermatoses. Inter- 
estingly, the latter more likely occurs in Mos- 
lem women after discontinuing wearing their 
facial veil. 

In Desai’s report’ of dermatologic prob- 
lems in India he correlated certain cutaneous 
diseases with socioeconomic factors, not only 
in India but in other countries in certain 
epochs. More than one-half of the out-pa- 
tient load of seven dermatologic clinics in 
India comprised diseases of poor economy 
and social diseases which included venereal 
diseases. In these two categories were: scab- 
ies, pediculosis, pyoderma, leprosy, skin tu- 
berculosis, chancroid and fungous infections. 
Scabies and pyoderma accounted for 66 
percent of cases in this group. 

In contrast, of the skin diseases seen in 
his office practice (Bombay), there was re- 
duction by one-half of the diseases of poor 
economy, reduction in percentage of social 
diseases, and increased proportions of al- 
lergy, eczema, lichen planus, psoriasis and 
bullous diseases. 

Istanbul. Istanbul, a modern city of two 
and one-half million, is one of the oldest 
cities in the World. It was founded in the 
9th century, B.C. The city overlooks the 
strategic Bosphorus, one of the seven natural 
wonders of the world. 

Instanbul has four principal state and mu- 
nicipal hospitals. The hospital of the Medical 
School of the University of Istanbul has 
1000 beds ( Fig. 6). 

There is one medical school in Istanbul, 
one each in Ankara and Izmir. Throughout 
Turkey there are government clinics for free 
treatment of syphilis, trachoma dnd malaria. 
Such clinics for leprosy are being inaugu- 
rated. There is no socialized plan of medi- 
cine. All physicians in government hospitals 
are paid but are permitted private practice. 

There are from 130 to 150 dermatologists 
in all of Turkey; not all have hospital ap- 
pointments. Some of this number have been 
trained in England, France or Germany. 
Training in dermatology in Istanbul com- 
prises three years. A certificate is issued af- 
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ter writing a thesis and passing an examina- 
tion given by the department of dermatol- 
ogy. No basic science lectures are given. 

My host was Captain Kaya Ali Ozkeskin, 
dermatologist to the Army and Navy Hospi- 
tal, who took me to skin clinics and wards. 
Part of his training was at the United States 
Naval Hospital in Philadelphia. 

The major health problems in Turkey are, 
in the order stated, tuberculosis, leprosy and 
infant mortality, especially from enteritis. 
Typhus has become rare. The incidence of 
leishmaniasis (Fig. 7) has decreased and 
malaria has been almost eradicated. Favus 
is fairly frequent, especially in the eastern 
part of Turkey. The incidence of syphilis 
has decreased in the past ten years. 

There are about 10,000 lepers in all of 
Turkey ; the disease is increasing, especially 
in the eastern part. There are three lepro- 
saria. More attention is given now to the 
disease than heretofore. 

In addition to the common diseases of the 


ae / 
Fic. 7, Leishmaniasis. A boil like lesion resembling 
syphilis, tuberculosis and other ulcerative diseases. 
It is endemic chiefly in tropical and subtropical 
countries, caused by Leishmania tropica. (Courtesy 
of Dr. Kaya Ali Ozkeskin from Istanbul.) 
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skin I observed in the clinics and wards, 
mention may be made of the following: 
three patients with early syphilis, one with 
chancre of the rectum (I was told that the 
latter is not uncommon), patients with favus 
and one with tinea barbae (chronic fungous 
infection of bearded area), cutaneous tu- 
berculosis, a greater ratio of pyodermas, lo- 
calized neurodermatitis and dermatitis ex- 
foliativa. More epitheliomas were seen in 
contrast to its low incidence in prior clinics 
visited. 


SUMMARY AND CONCLUSIONS 


Tuberculosis and leprosy were outstand- 
ing health problems in most of the countries 
visited. Leprosy has been termed a disease 
of poverty. Its lower incidence is attributed 
not only to early diagnosis, treatment and 
segregation, improved nutrition and health 
of the populace are important factors. 

Much has been written to show how eco- 
logic influences dominate the pattern of dis- 
ease generally and of disease reflected in the 
skin in particular. This was apparent in the 
countries visited especially in India and 
Turkey. 

Infant mortality and longevity rates are 
indices of the health of a nation. Of dis- 
eases of the skin indices of socioeconomic 
conditions are septic infections, parasitic in- 
festations, vitamin deficiencies, malnutrition, 
tuberculosis and leprosy. 

The ethnologic aspects of diseases of the 
skin concerned pigmentary disturbances in- 
herent to dark skinned races. The Mongolian 
blue spot was conspicuous among pigmen- 
tary anomalies. The high threshold of cutan- 
eous irritability of the pigmented skin is its 
resistance to contact dermatitis. The racial 
predisposition of Chinese to lichen simplex 
chronicus (localized neurodermatitis) ; the 
lower incidence of cancer of the skin among 
non-Caucasians. 

In most of the countries visited there were 
relatively few dermatologists who had post- 
graduate training abroad and who practiced 
dermatology exclusively. These dermatolo- 
gists were chiefly in teaching centers. Pre- 
dominantly patients with diseases of the skin 
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were treated in Government hospitals or 
dispensaries, by general practitioners or in- 
ternists whose secondary interest was derma- 
tology. 

Post-graduate training in dermatology was 
rather limited, essentially clinical, and did 
not compare with that received in post- 
graduate centers in Europe and in the 
United States. This emphasizes the impor- 
tance of developing graduate training in 
certain countries. Until then foreign post- 
graduate training will continue to play an 
important role in international medical edu- 
cation. 

1934 Spruce Street 
Philadelphia, Pa. 
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Progress in the Army’s Tuberculosis Program 





By 
CotoneL James A. Wier, MC, U. S. Army;* CoLtoneL Witt1am G. Dunnincton, MC, 
U. S. Army ;** AnD Major GENERAL Cart W. Temper, MC, U. S. Armyt 


tuberculosis caused great manpower 

and monetary loss to the Army. Dur- 
ing the period prior to the advent of specific 
chemotherapy for tuberculosis, the relapse 
rate was so high that it was not feasible to 
return patients to active military duty. Con- 
sequently, patients with tuberculosis were 
treated to maximum hospital benefit and 
permanently separated or retired from the 
service. 

In 1949, the military service was author- 
ized to place on the temporary disability re- 
tired list (TDRL) patients with tuberculosis 
with the hope of returning them to military 
duty within five years if relapse did not 
occur. Because of the lack of knowledge as 
to the long term results of the various 
chemotherapeutic regimens, this was appro- 
priate, In evaluating the retirement program, 
however, it was found that many patients 
were physically fit to return to military duty 
within the five-year period,’ but did not elect 
to do so, generally because they had estab- 
lished themselves in civilian jobs and com- 
munities. 

A continuing evaluation is being made at 
Fitzsimons General Hospital of this tempo- 
rary retired group and Table 1 shows the re- 
sults of this study during the period 1950- 
1958. You will note that of the 3059 cases of 
all types of tuberculosis reviewed, 2431 (ap- 
proximately 80% ) were recommended for re- 
turn to duty. An additional 550 have not 
reached their five-year limit and are still 
under periodic review. Only 78 were recom- 


| \ROM World War I to the year 1950, 
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Chief, Tuberculosis Section, Pulmonary Disease 
Service, Fitzsimons General Hospital. 

* Commanding General, Fitzsimons General Hos- 
pital. 


mended for permanent retirement. Of the 
entire group, there were only 44 relapses. 
Those individuals permanently retired were 
usually found unfit for duty because of re- 
lapse of their disease, very extensive resid- 
uals, emphysema and bronchiectasis. 

It should be pointed out, however, that the 
total retired from the Army because of tu- 
berculosis during the period 1950-1958 ex- 
ceeds the number reviewed as the latter does 
not include: (1) individuals who became 
beneficiaries of the Veterans Administration 
and were dropped from the Army retirement 
rolls, or (2) sufficient time has not elapsed to 
make a follow-up study possible. Of the 
known 32 deaths among the patients tempo- 
rarily retired from the Army in this period 
only three were due to tuberculosis. 

Since early 1950’s, monumental advances 
have been made in the treatment of the dis- 
ease. This has occurred as a result of the de- 
velopment of various chemotherapeutic regi- 
mens associated with resectional surgery, 
when indicated. As a result of these ad- 
vances, we now find it possible to treat suc- 
cessfully and return to duty more than 90% 
of career motivated individuals who have de- 
veloped tuberculosis. 

When the program of returning military 
patients to duty was started, short term 
therapy was used. This consisted of Strep- 
tomycin (SM), either alone or in combina- 
tion with Para-Aminosalicylic Acid (PAS) 
for periods of four to eight months, along 
with conventional bedrest. As additional 
drugs, including Isoniazid (INH), became 
available the patients were given more pro- 
longed therapy (18 months to two years), 
combined with resectional surgery when ap- 
propriate. Rest programs were continued as 
in the pre-chemotherapeutic days. 

In 1954, a study was instituted at Fitzsi- 
mons General Hospital to evaluate the effect 
of early ambulation in the treatment of tu- 
berculosis. This was a randomized study in 
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TABLE 1 


REVIEW AT FITZSIMONS GENERAL HOSPITAL OF CASES OF TUBERCULOSIS 


TEMPORARILY RETIRED 1950-1958 














Type of Total Duty Perm Ret Still on Relea 

Disease Reviewed Recommended Recommended Temp Ret — 
Pulmonary Disease 2311 1798 52 461 40 
Pleurisy with Effusion 504 472 4 28 1 
Other 244 161 22 61 3 
Total 3059** 2431 78 550 44 





* Relapses are duplicated on one of the other columns. 
** The total retired from the Army because of tuberculosis during the period 1950-1958 exceeds the num- 





ber reviewed as the latter does not include (1) the individuals who became beneficiaries of the Veterans Ad- 
ministration and were dropped from the Army retirement rolls or (2) sufficient time has not elapsed to make 


a follow-up study possible. 


which patients, regardless of extent of dis- 
ease, were placed into two groups, bedrest 
and ambulatory, and given combined therapy 
with INH-PAS or SM-INH in most cases. 

The bedrest group were treated by the con- 
ventional methods in vogue throughout the 
country. The ambulatory group were per- 
mitted to be up and about the wards freely. 
Both groups were encouraged to continue 
their education by enrolling in appropriate 
United States Armed Forces Institute (US- 
AFI) courses. 

An analysis of this study, published in 
1957,? indicated that patients in the ambula- 
tory group did quite as well as those in the 
bedrest group, insofar as sputum conversion, 
cavity closure and x-ray clearing were con- 
cerned. Both groups were given prolonged 
convalescent leave after approximately one 
year of hospitalization in order to complete 
drug therapy prior to return to duty. It was 
noted that the ambulatory group lived a more 
normal active life during the leave period 
than did the bedrest group. 

Because of the excellent results demon- 
strated by this study, bedrest was abolished 
as a part of the tuberculosis treatment regi- 
men at Fitzsimons General Hospital for 
career personnel, except for the sympto- 
matic patient. The occasional patient in the 
latter category, usually febrile with exten- 
sive disease, was permitted to ambulate as 
symptoms subsided. 

Along with this, physical reconditioning 


was instituted and all patients were initially 
encouraged and later required to enter this 
program. Consideration was given to the 
older individual whose recent military duties 
were of a more sedentary nature. The 48 
year old Master Sergeant who had spent the 
last ten years at a desk was not encouraged 
to try to keep up with the 25 year old Infan- 
try platoon sergeant. 

Patients were directed to start United 
States Armed Forces Institute study courses 
to better fit themselves for return to military 
duty. Many patients completed high school 
or college credit courses while in the hospital. 

At the same time, an active occupational 
therapy program was instituted and patients 
were encouraged to pursue or develop nat- 
ural skills in this area. 

By the time the patient reaches the non- 
contagious stage, usually in four to six 
months, he is assigned duties within the hos- 
pital commensurate with his military occupa- 
tional specialty, when possible. Recently, ar- 
rangements were made for Air Force pa- 
tients to be transported to nearby Lowry 
Air Force Base by bus to perform duties 
commensurate with their Air Force specialty 
code. These patients are then returned te 
Fitzsimons General Hospital at the termina- 
tion of the duty day.* When they enter this 
phase of the program, they are often per- 
mitted to live at home. 

This type of work while in hospital status 
is continued for approximately six months 
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Progress in the Army’s Tuberculosis Program 





TABLE 2 








Mivitary DIsSCHARGES* TUBERCULOSIS SECTION FITZSIMONS GENERAL HOSPITAL 








’ Total Treated Dischgd 
Vear Military to MHB (Max Directly 
Dischgd Dischgs Hosp benefit) to Duty 
1952 649 383 32 
1953 656 335 62 
1954 585 233 93 
1955 415 192 108 
1956 537 208 156 
1957 376 204 173 
1958 410 208 190 
1959 320 180 163 
977** 


3948 1943 


Inact on Adm, 


Deaths and Per Cent of 


Transferred 





iosthe meg and Amn Tol Miliary, 
Discharges 
211 55 5 
275 46 10 
320 32 16 
192 31 26 
294 35 29 
155 17 46 
166 36 46 
106 34 51 
1719 286 25 








* These figures do not include discharges of those military patients who were admitted to the tuberculosis 
section and later discharged with a non-tuberculous diagnosis. 


** Part of MHB total. 


and the patient is returned directly to duty 
without extended leave. Chemotherapy is 
usually continued for six months while on a 
duty status. 

Table 2 is a tabulation of military pa- 
tients returning to duty from Fitzsimons 
General Hospital from 1952 through 1959. 
It should be noted that 977 patients were dis- 
charged directly to duty, The large number 
transferred to other hospitals are, for the 
most part, non-career military personnel 
transferred to Veteran Administration facili- 
ties. The relapse rates in patients returning 
to duty is low, being 1.8% with most of the 
relapses occurring in the 1952 group. The 
latter received what we now consider inade- 
quate chemotherapy. Excluding this group, 
782 patients have been returned to duty with 
a relapse rate of 0.8%. 

Table 3 tabulates 530 cases returned to 
duty from 1954 to 1957. Only five relapses 
have occurred in this group to June 1960. 
Two with pulmonary tuberculosis, two with 
G. U. tuberculosis and one with skeletal tu- 
berculosis. This is a relapse rate of 0.94%. 

To summarize the advances made in the 
therapy of tuberculosis, it is interesting to 
compare the “1945 admission” to Fitzsimons 
General Hospital with the “1960 admission.” 
The 1945 admission was placed in isolation 
at bedrest where he remained for one to two 


years and was then permanently retired with 
a good chance of re-activating his disease at 
some later date. 

The 1960 admission hears little of a bed- 
rest program. He is started on drugs and at 
four to six months is performing duty dur- 
ing working hours and when married is at 
home with his family after duty hours. Six 
months later he is usually discharged from 
the hospital to a new duty station. He con- 
tinues drugs for an additional six months 
and his chance for relapse of his disease is 
small. 

Because of development of this program, 
career-motivated personnel elect to receive 
treatment on a duty status in our own service 
facilities. Personal problems related to long 
term isolated bedrest are greatly decreased. 
The stay in the hospital is shortened which 


TABLE 3 


MILITARY PATIENTS RETURNED TO Duty 
TUBERCULOSIS SECTION 
FITZSIMONS GENERAL HOsPITAL 











1954-1957 
Total Relapses % Relapses 
530 5 94% 
2 Pulmonary 
2G, VU, 
i Skeletal 
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represents a considerable monetary saving to 
the government. Finally, with restoration to 
a duty status, the services have not lost the ex- 
perience and training of this highly moti- 
vated individual. 

With our worldwide military commitments, 
exposure to tuberculosis is inevitable. Most 
young men are entering the services with 
negative tuberculin skin tests. Some will 
convert to a positive test and of this group 
some will develop clinical disease. Most of 
these individuals can be treated successfully 
and restored to military duty. Progress in 
the Army tuberculosis program has made 
this possible. 
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“China, the ever-growing threat, is increasing daily the mouths it has to feed, the bodies 
it must house, and the people for whom living room must soon be created. The rate of in- 


crease is a staggering 12 million lives a year. With a rising technology of modern medicine, 
public health and agronomy, the previous safety valves for population overgrowth—pestilence 
and famine—will no longer apply their traditional brakes on growth. As a result, the annual 
increment of people is increasing decade by decade, so that in 1980 China’s present 600 
million population will have swollen to more than a billion—a fantastic, nightmare figure 
considered in all its implications.” —-ALAN F. GuTTMACHER, Babies by Choice or by Chance 
(Doubleday). 
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A Cation-Exchange Resin Artificial Kidney: 
Development and Metabolic Studies 


By 





Davin CHARLES SCHECHTER, M.D. AND HENRY SwANn, M.D., D.Sc., F.A.C.S. 


INTRODUCTION 


CUTE renal failure may be precipitated 
A by any of several etiologic factors. 
In the military patient, these causes 
are relatively few, and generally are related 
to either inadvertent transfusion of incom- 
patible blood or the outcome of some severe 
form of injury. The latter may follow a surg- 
ical operation or be the result of massive 
trauma incurred during combat. The conse- 
quent renal insufficiency is often temporary 
in nature, and efforts are directed at pro- 
longation of life by sustaining the patient 
through a critical phase of profound phys- 
iologic disturbances until secretion of urine 
is again resumed. 

During World War II, it was not infre- 
quent for individuals who suffered burial 
under debris or crushing-type injuries to de- 
velop anuria. Autopsy of such casualties dur- 
ing the bombardment of London disclosed 
that the renal dysfunction was due to necro- 
sis of the renal tubules—that is, of the epi- 
thelial part of the nephron, whereas the 
glomeruli were intact.? Similar histologic 
changes appear to occur in many other in- 
stances of acute anuria, such as those accom- 
panying shock or incompatible blood trans- 
fusions. It has become appreciated that the 
primary pathologic lesion in such states is a 
tubular one, and that acute anuria due to tu- 
bular necrosis is a reversible process, unless 
there is concomitant extensive glomerular 
disruption.2* That treatment should be 
aimed toward obtaining a survival interval 
of approximately two weeks after the onset 
of anuria was recognized particularly in the 
Mediterranean Theater of Operations in 
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World War II and during the Korean con- 
flict. Experiences in the care of casualties 
who developed post-traumatic renal insuffi- 
ciency amply demonstrated that prolongation 
of life implied a greater incidence of diuresis 
and a higher over-all recovery record.**® This 
goal was enhanced in Korea by the establish- 
ment of a renal insufficiency installation 
within helicopter range of the forward surgi- 
cal hospitals. 

The treatment of the patient with acute 
renal failure is mainly supportive. This in- 
volves, ideally, attempts at correction of the 
disturbed metabolic state by an expert team 
of physicians and nurses supplied with the 
proper equipment. Such optimal circum- 
stances are rare in warfare, the Renal In- 
sufficiency Center in Korea notwithstanding. 
An integral part of the treatment is the em- 
ployment of extracorporeal dialysis by means 
of an artificial kidney. Even in the United 
States proper, institutions which possess arti- 
ficial kidneys and personnel competent to op- 
erate them are limited to larger hospitals or 
medical centers, so that transportation of pa- 
tients to these last-mentioned is almost man- 
datory. The situation which prevails in most 
combat zones is considerably more taxing. As 
expressed aptly by Teschan, “Some artifi- 
cial kidneys may not inconceivably have to 
be dropped by parachute, may have to be 
flown 10,000 miles along with their support- 
ing equipment, or be carried on men’s backs 
over considerable distances. . . .”* 

This paper will describe an artificial kid- 
ney based on the properties of ion-exchange 
resins. Preliminary investigations have re- 
vealed that the apparatus may be effective 
in prolonging survival during the -early 
stages of acute renal shutdown, and that its 
compact structure and simple operation may 
make it well suited for use even in forward 
aid stations in combat areas. 
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Fic. la. Apparatus of Muirhead and Reid. Sub- 
ject’s blood is circulated across an admixture of 
resins. Latter are regenerated periodically by flush- 
ing with a suitable solution via Y tubes. (J. Lab. & 
Clin. Med., 33:841, 1948) 


DEVELOPMENT OF ION-EXCHANGE 
Resin ARTIFICIAL KIDNEY 


Historical. The first published account of 
an artificial kidney was in 1913 by Abel, 
Rowntree and Turner.’ They employed col- 
lodion strips for dialysis, and ground the 
heads of leeches to obtain hirudin for antico- 
agulation. The procedure remained a labora- 
tory curiosity until the momentous report in 
1943 of Kolff and Berk, who demonstrated 
the feasibility of clinical hemodialysis by 
means of coiled cellophane tubing serving 
as a semi-permeable membrane of large sur- 
face area.® The patient’s L'00d flows on one 
side of the membrane, and a suitable consti- 
tuted rinsing fluid is placed on the opposite 
side to remove solutes which are transferred 
by virtue of a diffusion gradient. Numerous 
artificial kidneys patterned along the same 
principles have since been devised. The ones 
in most common use have the dimensions of 
a household washing machine, and necessi- 
tate the use of some 200 liters of prepared 
dialyzing solution. Hemodialysis is accom- 
plished in from six to eight hours. It has 
been recently urged that this procedure be re- 
peated daily for maximum prophylaxis in 
the treatment of acute renal failure.® 

Following the suggestion of Elkinton and 
his associates,’® cation-exchange resins have 
been employed either orally or by enema for 
the elimination of accumulated extracellular 
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potassium in renal failure. The enteric route 
is associated with sundry disadvantages, in- 
cluding nonpalatability, unpredictability of 
duration of response, occasional impaction 
of the mass, and sometimes acidosis. There 
have been endeavors to overcome these un- 
desirable features by circulating the subject’s 
blood directly across beds of ion-exchange 
resin. 

The first “resin artificial kidney” was de- 
signed in 1948 by Muirhead and Reid." The 
apparatus, shown in Figure la, consisted 
basically of a glass column, 85 cm. long and 
4 cm. internal diameter, and contained 500 
ml. of an admixture of cation- and anion- 
exchange resins. Sterility was attained by 
rinsing with ethanol. The resin bed was 
primed with blood, plasma or albumin, He- 
moperfusion was conducted for 10 min. inter- 
vals, then interrupted, and the resin regen- 


~*, 





Fic. 1b. Apparatus of De Marchi and Bronni- 
man. Blood is percolated through glass cylinders 
containing resin, then re-transfused. Wash solution 
is siphoned onto resin bed to regenerate it. (Helvet 
chir. acta, 18:133, 1951) 
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erated with a suitable wash solution. The au- 
thors reported using this apparatus on six 
bilaterally-nephrectomized dogs, but only 
gave data for one animal in whom, after four 
such perfusions, a total of 3.5 Gms. of urea 
were extracted, and life prolonged by 2.5 
days. No mention was made of potassium 
levels. Deacidite®, the granular anion-ex- 
change resin employed, was noted to be 
partly soluble. 

DeMarchi and Bronniman, in 1951, re- 
ported the use of resins for removing nitrog- 
enous waste products from blood.*? Their 
device, shown in Figure 1b, consisted of a 
series of glass columns half-filled with a cat- 
ion-exchange resin. A given volume of 
blood was drawn from the subject, passed 
through a column, then re-transfused. This 
was performed a number of times, a fresh 
column being employed consecutively, and 
the preceding spent column reconstituted by 
washing. The resin was sterilized at the out- 
set by suspension in concentrated acid. Pyro- 
genicity was mentioned as one of the draw- 
backs encountered. Results in reduction of 
hyperazotemia in a patient and a dog are 
reproduced in Figures 2a and 2b, respec- 
tively. Again, no data were provided on po- 
tassium concentrations. 

In 1953, Kessler, Liebler, Abrahams and 
Sass described an ion-exchange resin artifi- 
cial kidney for lowering elevated potassium 
levels in the blood.** Their apparatus was 
similar to that of Muirhead and Reid.” It 
consisted of a 125 ml. separatory funnel at- 
tached to a 30 cm. glass column which con- 
tained 180 Gm. of a cation-exchange resin. 
Sterility was accomplishing by autoclaving. 
Hemoperfusion of eight uremic dogs was 
conducted for four to six hours in each case, 
and an average reduction of approximately 
35 per cent obtained in extracellular potas- 
sium concentration after this flow period. 
The authors acknowledged the desirability of 
regenerating the resin, but stated that this 
would involve the frequent changing of col- 
umns, and make the procedure unwieldy. 

The impractical characteristics of the 
aforementioned devices for clinical applica- 
tion are evident. Major problems are those 
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Fic. 2. Reduction in urea effected with device of 
De Marchi and Bronniman. Arrows indicate volume 
of resin-treated blood in a patient (a) and dog (b) 
with uremia. (Helvet chir. acta, 18:133, 1951) 


referable to sterility, freedom from pyro- 
genicity, absence of hemolysis or other del- 
eterious intravascular side-effects, a means 
for effecting rapid replacement of active 
resin, and fool-proofing from external con- 
tamination. The mechanism of ion-exchange 
as a temporary substitute for the impaired 
kidney has remained an attractive challenge, 
however, and in 1955 Kolff himself stated 
that, “The future for the resin artificial kid- 
ney is practically unlimited and almost unex- 
plored.’’** 

Authors’ apparatus. Thirty cation-ex- 
change resins were screened in vitro for 
selective efficiency in the sequestration of po- 
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(d) 


Fic..3. Authors’ apparatus. (a) Twenty-five and 
50-Gm. columns shown. Right, amount of resin in 
25-Gm. column. Below, longitudinal section through 
column. Inlet contains a stainless-steel ball-valve; 
outlet, a nylon filter of fine mesh size. (b) Sterile 
component parts included in sealed, waterproof 
envelope. 


tassium from blood. Five of these proved 
to be satisfactory in their performance, and 
did not result in hemolysis upon contact of 
the blood with the resin particles. Further 
pilot investigations finally established a sin- 
gle resin, Dowex 50-X8, Na® (Dow Chem- 
ical Co., Midland, Mich.), as fulfilling all the 
requirements for safe hemoperfusion trial in 
the live subject. Dowex 50-X8, Na® is a 
synthetic sulfonated hydrocarbon polymer 
cation-exchange resin in the sodium cycle. 





It is composed of non-hemolytic, insoluble, 
brown-colored beads of 50 mesh size. 

The resin artificial kidney was manufac- 
tured commercially (Fenwal Laboratories, 
Somerville, N. J.), according to the authors’ 
specifications. It is constructed in its entirety 
of vinylite, a hemorepellent polyvinyl plastic, 
and may be sterilized readily by autoclaving 
without damage to either the plastic con- 
tainer or its encased resin. As depicted in 
Figure 3a, each column is 12 cm. long, 28 
cm. in diameter, has a wall 0.2 cm. thick, and 
contains 50 Gm. of resin supported on nylon 
bolting cloth filters of 100 mesh pore size. 
A stainless-steel ball-valve is present at the 
proximal orifice to obviate entrainment of 
resin spherules at the donor end. When the 
column is to be used the steel ball is pushed 
into the resin mass to permit unhindered 
blood flow. Columns 25 cm. in length and 
containing 100 Gm. of resin are also avail- 
able. Figure 3b shows the main components 
of the apparatus from the waterproof enve- 
lope in which they are packed. Other sealed, 
pocket-size packs contain a supply of sterile 
resin columns. 

Figures 4a and 4b reveal two varieties of 
the assembled apparatus. There are two resin 
columns, in parallel, which can be attached or 
dismantled easily by means of connectors. 
The inflow (influent) limb consists of a 
sheathed 15-gauge laminar flow needle fas- 
tened to a Y-connector, one arm of which 
may be employed for sampling of the blood 
before percolation through the resin mass. 
The other arm leads to another Y-connector 
equipped with adapters to which the resin 
columns are joined, The outflow (effluent) 
system is similar to the inflow limb in one 
model. In the other model, a plastic container 
of known capacity which is inserted in tan- 
dem at the outflow end enables relatively ac- 
curate determination of blood flow through 
the apparatus, and also permits pressure 
transfusion of the resin-treated blood, if de- 
sired. 

The needle of the inflow tube is introduced 
into an artery, and blood allowed to fill the 
entire apparatus. Less than 30 ml. of blood 
are required, so that priming with bank 
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blood is unnecessary. The effluent limb 
needle is then inserted into a vein, and 
hemoperfusion started. Fresh resin columns 
are substituted at selected time intervals. In 
order to maintain an uninterrupted stream of 
blood in the circuit, replacement of the col- 
umns is performed alternately as follows: 
Clamps are applied immediately proximal 
and distal to a column. The latter is discon- 
nected and discarded. A fresh column is 
attached to the proximal adapter and allowed 
to fill with blood, following which it is con- 
nected to the distal adapter and the adjoining 
clamp removed to enable blood to circulate. 
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Less than 10 ml. of blood are lost with each 
discarded column. 

A pump is not employed. Because of the 
small dimensions of the apparatus and the 
minimal resistance opposed to flow, the sub- 
ject’s blood pressure is sufficient for un- 
hindered circulation. 


METABOLIC STUDIES 


Method. Twenty adult mongrel dogs were 
subjected to one-stage bilateral nephrectomy. 
After recovering from the operation, five 
were observed untreated, while the other 15 
were treated with the resin artificial kidney. 





(b) 


Fic. 4. Two models of ion-exchange resin artificial kidney. Influent limb at left. Laminar- 
flow needles are fused to tubing. In (b), plastic container of known volume is incorporated in 


effluent limb, and may be used for determination of blood flow, or for pressure transfusion. 
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Fic. 5. Effect of hemoperfusion on survival time of bilaterally nephrectomized dogs. Repeated 
perfusion appears to result in net prolongation of survival. 


In the latter group, anesthesia was induced 
and maintained with minimal doses of intra- 
venous sodium pentothal. Two hundred units 
of sodium heparin per Kg. body weight 
were administered. The blood flow was from 
femoral artery to the contralateral femoral 
vein. Fresh resin columns were substituted 
every 15 mins. on an empiric basis. Hemo- 
perfusion was conducted for at least 60 mins. 
Blood samples were withdrawn from the 
influent side-arm initially, at 15 min. inter- 
vals during perfusion, and 30 mins. follow- 
ing perfusion. After the last sample was 
obtained, the animal was given intravenously 
an amount of protamine sulfate equivalent 
to the heparin administered, and 20 ml. of 
10 per cent calcium gluconate, as well as 
500 mg. of oxytetracycline intramuscularly. 

The treated animals were divided into a 
group subjected to only one hemoperfusion 
and another series subjected to two spaced 


hemoperfusions, Eleven of the treated group 
were perfused at 74 to 96 hrs. after nephrec- 
tomy. Two of the remaining animals were 
perfused at 48 and 96 hrs., and the last two 
at 72 and 144 hrs. post-nephrectomy. 

Plasma sodium and potassium concen- 
trations in the samples were determined by 
internal flame photometry. Blood urea nitro- 
gen was measured by direct nesslerization.” 
Serum calcium was determined by a spectro- 
photometric technic using sodium chlorani- 
late,*° and magnesium levels by the titan 
yellow method.** 

Results. Figure 5 shows the effect of 
hemoperfusion on survival time. The five 
control nephrectomized animals lived 96, %, 
93, 92, and 85 hrs. postoperatively, that is, 
92.4 hrs. on the average. Seven of the ani- 
mals in the group perfused once were ob- 
served until their demise. Death occurred 
within a range of 115 to 234 hrs. after 
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nephrectomy, the average being 153.7 hrs. 
The other four dogs in the group were sacri- 
ficed three hours after perfusion. There was 
no gross evidence of bleeding from, or in- 
jury to, any organs of the body. Of the ani- 
mals perfused twice, those treated at 48 and 
9 hrs. lived 191 and 185 hrs. postopera- 
tively. The two animals treated at 72 and 
144 hrs. lived for 243 and 221 hrs. following 
nephrectomy. The average survival period 
for these four dogs was 210 hrs. Thus, rep- 
etition of the procedure resulted in a net 
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increase in the survival span. 

Figure 6 shows urea nitrogen to have been 
affected only slightly, the blood norm never 
being attained. The pre-treatment mean level 
of 202.9 mg. per 100 ml. dropped to 175.8 
mg. per 100 ml. at 60 mins., and rose to 
177.2 mg. per 100 ml. 30 mins. after treat- 
ment. 

Figures 7 and 8 reveal the influence of 
hemoperfusion on the arithmetic mean levels 
of blood cations. Prior to perfusion, the 
average potassium concentration was 8.0 


© Arithmetic mean, /9 perfusions 
© Range 














Fic. 6. Effect of perfusion on blood urea concentration in bilaterally nephrectomized 


dogs. There is a decrease, but this is slight, and the blood norm is not attained. 
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mEq./L. After perfusion for 60 mins., the 
potassium concentration was 5.0 mEq./L, 
and 30 mins. after cessation of perfusion it 
was 4.8 mEq./L. The mean sodium level 
rose slightly during perfusion, increasing 
from an initial value of 138.4 mEq./L to 
145.5 mEq./L at the conclusion of perfusion. 
The latter increment resulted in a level still 
within the normal blood range, and represents 
ionic replacement since the resin employed is 
in the sodium cycle. The serum magnesium 
level declined from the original 3.1 mEq./L 
to 1.7 mEq./L at the end of perfusion, and 
1.6 mEq./L after perfusion. The serum cal- 
cium concentration dropped sharply from 5.6 
mEq./L to 2.6 mEq./L, but rose to a value 
of 3.1 mEq./L even before the administration 
of intravenous calcium gluconate after draw- 
ing of the last sample. It is interesting to note, 
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moreover, that none of the treated animals 
developed tetanic manifestations or bleeding 
at any time during the procedure, despite the 
subnormal calcium concentration. 


CoMMENTS 


In the uremic syndrome, patients with 
prolonged renal insufficiency become criti- 
cally ill because of the accumulation of 
metabolic substances ordinarily excreted by 
the normal kidney. The precise identities 
of all the retention products _ respon- 
sible for this complex syndrome are as yet 
undetermined. Certainly, urea is not a prime 
causal factor, although its concentration jis 
employed as a clinical index of renal amelio- 
ration or decline. Hyperkalemia and hyper- 
magnesemia are serious complications, and 
these individual electrolytes usually accumu- 
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Fic, 7. Effect of perfusion on extracellular potassium level in bilaterally nephrectomized 
dogs, revealing a substantial decline. 
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late quite rapidly even in the early phases of 
renal shutdown. Potassium intoxication is 
particularly lethal since it is a not infrequent 
cause of death. Calcium concentrations de- 
crease in the blood in renal failure, but re- 
placement of this mineral ion is ordinarily 








A Cation-Exchange Resin Artificial Kidney 601 


achieved without undue difficulty by intra- 
venous infusion. 

The apparatus which has been described 
in this paper appears to fulfill effectively the 
immediate need for reducing hyperkalemia 
and hypermagnesemia in a comparatively 
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Fic. 8. Effect of perfusion on level of other blood cations in bi- 
laterally nephrectomized dogs. The serum sodium concentration re- 
mains in the normal range. Magnesium undergoes a significant 
decrease. Calcium drops sharply, but the level shows a return even 


before infusion of calcium gluconate. 
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short period of time. There is possibility of 
similarly accomplishing a reduction of urea 
and other nitrogenous products by incorpo- 
ration into the device of a suitably prepared 
resin. Since urea is not an electrolyte, a 
satisfactory resin would need to function by 
the physico-chemical process of ion-exclu- 
sion rather than ion-exchange, or by ad- 
sorptive attraction onto the particular resin 
moiety. 

The problem of massive edema, coinci- 
dent with anuria, is encountered almost 
solely in acute exacerbations of failure in 
patients with chronic renal insufficiency. 
Sodium-reciprocating resins obviously can- 
not be employed in such instances. For the 
occasional patient refractory to the usual 
methods of diuretic therapy, only the ultra- 
filter types of artificial kidney hold any 
promise of offering relief by the forceful 
mechanical removal of stagnant extracellular 
fluid. 

It is worthy of note that autopsy of the 
animals sacrificed after hemoperfusion with 
the apparatus disclosed no evidence of in- 
ternal bleeding although resins have been 
employed in vitro for extraction of blood 
platelets and leucocytes, in lieu of customary 
precipitation-elution technics. Winchell, Gol- 
lub, Ehrlich and Ulin, who used hemoperfu- 
sion across a large amount of resin to inten- 
tionally induce hypocalcemia and thrombo- 
cytopenia, also did not report hemorrhagic 
manifestations in their experimental ani- 
mals.** The authors have not encountered 
any injurious hemic effects in four patients 
who have been placed to date on the appa- 
ratus, neither have any been observed in six 
other patients so treated elsewhere.*® 

The diverse advantages in a military situa- 
tion of the resin artificial kidney would be 
manifold: 

1. The apparatus is lightweight, inexpen- 
sive, compact, completely disposable, and all 
of its constituent parts lend themselves well 
to autoclaving. 

2. A team of several specialized persons 
is not required to perform hemoperfusion. 

3. Large volumes of rising fluids are 
unnecessary, and priming with blood or 
plasma dispensed with. This enhances con- 
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trol of relative constancy in blood volume. 
and ensures freedom from exogenously- 
elicited disturbances in hydrostatic pressure, 

4. While a pump might expedite per- 
fusion, neither it nor other noisy electrical 
appliances are needed if the patient is not 
in shock, and his blood pressure is adequate 
for “autotransfusion” across the small ex- 
tracorporeal shunt. 

5. There is complete visibility of all chan- 
nels in the system during operation, and 
provision for rapid exclusion and _ short- 
circuiting of the device, if necessary. 

6. Since large-bore needles are used, ves- 
sel cut-downs are not essential, so that the 
procedure is serviceable repeatedly without 
fear of thrombo-embolic sequelae. 

7. The technic is adaptable, without haz- 
ard, to conditions such as peritonitis or other 
infections, when gastro-enteric or peritoneal 
lavage methods of dialysis are contraindi- 
cated. 

8. Hemoperfusion can be carried out at 
the bedside. Thereby, initial and prompt 
care can be initiated, and transfer of the 
patient to a medical installation housing more 
elaborate equipment may be deferred without 
significant harm if satisfactory transporta- 
tion cannot be mobilized readily. This would 
be an additional feature making the appara- 
tus functional in smaller hospitals for use 
in contingencies. 

Considerable research remains to be done 
prior to more efficient application of the ap- 
paratus in clinical states. There is need to 
investigate the effect of hemoperfusion 
across resins on formed elements of the 
blood, coagulation factors and osmolality 
gradients. Possibly, a more ion-selective res- 
in may be developed, and use made of a 
combination of resins to effect more thor- 
ough and predictable elimination of accumu- 
lated cations, catabolic aromatic acids and 
nitrogenous retention products. The optimum 
time interval for replacing columns before 
the resin becomes “exhausted” is speculative 
at present, as are also the number of 
perfusions and spacing between the latter 
after the onset of auria to extend survival. 
Longer columns may be more appropriate 
for humans than the present arrangement; 
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but this would doubtlessly necessitate the 
interposition of a pump in the system to 
overcome such mechanical factors as resist- 
ance, turbulence, eddying and channeling of 
blood through the resultant greater resin 
mass. Such a modification, admittedly a war- 
ranted refinement, might serve to diminish 
the perfusion time and number of column 
changes, but would also, in effect, probably 
encumber an otherwise uncomplicated device. 


SUMMARY 


1. A simple, inexpensive and compact ex- 
tracorporeal device for use in the manage- 
ment of acute renal failure has been de- 
scribed. 

2. The apparatus is completely disposable 
and easily sterilized. It consists, essentially, 
of columns of an insoluble and non-hemolytic 
cation-exchange resin across which hemo- 
perfusion is performed. 

3. Dogs rendered anuric by bilateral neph- 
rectomy were treated with this apparatus. 
The survival time was prolonged signifi- 
cantly. There was substantial diminution in 
the concentrations of extracellular potassium, 
calcium and magnesium. The serum calcium 
level was restored in part by intravenous 
infusion of the gluconate salt. The blood 
urea nitrogen was decreased but slightly. The 
serum sodium level was augmented, but this 
increase did not extend beyond the limits of 
normal. 

4. No tetanic or hemorrhagic manifesta- 
tions were discerned during performance of 
the procedure. 

5. The apparatus may prove valuable in 
military situations as an adjunct in the early 
care of patients with hyperkalemia and hy- 
permagnesemia until they can be transported 
to specializing centers having more elaborate 
equipment and trained personnel. 
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Post-Traumatic Stenosis of Common Bile Duct 
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A Sequel of Blunt Trauma to Duodenum, Pancreas 
and Common Bile Duct 


By 
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(With four illustrations) 


INTRODUCTION 


, TE ARE reporting the case of a 
young man who developed obstruc- 
, tive jaundice due to stenosis of the 
terminal portion of the common duct ten 
days following blunt abdominal injury. Ex- 
ploratory laparotomy verified the stenosis 
which was associated with concurrent injury 
to the pancreas and second portion of the du- 
odenum. Report of this case is justified by 
the difficulties experienced in arriving at a 
diagnosis, by the unwitting proper timing of 
operation, and by the fact that, to the best of 
our knowledge, no similar problem has been 
recorded in the literature. 


REPORT OF CASE 


A 23 year old Caucasian man sustained a 
steering wheel blow to the upper abdomen in 
an auto accident. He was admitted to the 
hospital shortly thereafter for possible in- 
ternal abdominal injuries. While being posi- 
tioned for scout films of the thorax and ab- 
domen, he vomited a small amount of dark 
sanguineous material. Vital signs were stable. 
On examination there were no marks of 
trauma to the abdominal wall or thoracic 
cage. There was diffuse mid-epigastric ten- 
derness and bowel sounds were hypoactive. 
Radiograms showed no free air in the peri- 
toneal cavity and no other abnormalities. An 
abnormal serum amylase (154 units) was 
the only significant laboratory determination. 

*From Department of Surgery, Walson Army 
Hospital, Fort Dix, New Jersey. 

t Present address: Walter Reed Army Institute 
of Research. Walter Reed Army Medical Center, 
Washington, D.C. 
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Urinalysis was negative. A Levine tube was 
passed and yielded several hundred milli- 
liters of bile, blood-tinged fluid and air. Vi- 
tal signs remained stable, and, through the 
ensuing 24 hour period, the patient was com- 
fortable except for persisting deep diffuse 
epigastric tenderness. Small cutaneous ecchy- 
moses were now seen over this area; these 
disappeared in a week. When ileus was re- 
lieved after 48 hours of nasogastric intuba- 
tion, the stools were formed and brown. 
Pain and tenderness abated, and oral feed- 
ings and ambulation were well tolerated. 
One week following the accident the pa- 
tient complained of nausea and began reject- 
ing food. This was associated with renewed 
epigastric pain and vomiting after partaking 


- of solid food and persisted for 3 days. Ex- 


cept for haziness in contour of the duodenal 
bulb and some delay in gastro-duodenal 
emptying of barium with a dilated antrum, 
upper gastro-intestinal x-ray studies (Fig- 
ure 1) were interpreted as within normal 
limits. Intramural duodenal hematoma was 
considered as a possibility. On the tenth hos- 
pital day there was scleral icterus, the voided 
urine was dark, the stools acholic, and he 
rapidly developed generalized jaundice with- 
out headache, chills, fever or further ab- 
dominal pain. There was no past history of 
ingestion of or contact with hepatotoxins. 
There was no hepato-splenomegaly. The pa- 
tient recalled recent contact with a friend 
under treatment for infectious jaundice, and 
infectious hepatitis was another possible di- 
agnosis. However, blood chemistries includ- 
ing serum bilirubins, cholesterol, alkaline 
phosphatase, and transaminase gave values 
compatible with extrahepatic obstructive 
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Fic. 1. Upper G.I. Series, June 12, 1959. 
(Line tracing. from roentgenograph. ) 





















Fic. 2. Upper G.I. Series July 10, 1959. 
(Line tracing from roentgenograph. ) 
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Fic. 3. T-Tube cholangiogram, July 22, 1959. (Line tracing from roentgenograph. ) 


jaundice. Intravenous cholangiograms to 
visualize the biliary tree were unsuccessful. 
Repeat upper gastrointestinal barium studies 
four weeks after the accident again were in- 
terpreted as revealing no abnormalities ex- 
cept deformity in the region of the duodenal 
bulb, interpreted as due to extrinsic pres- 
sure. Anorexia and icterus persisted, but no 
vomiting. 

Repeat upper GI series (Figure 2) re- 
demonstrated the duodenal deformity. In ad- 
dition there was now noted a concentric con- 
striction of the second portion of the duode- 
num with some disturbance of the mucosal 
pattern about the constriction. The duode- 
num at the point of constriction was esti- 
mated as 0.5 centimeter in diameter, When 
the radiologist compared this latest series 
with previous films, he concluded that this 
constriction was present though poorly dem- 
onstrated on the earlier films. 

The jaundice appeared to reach a plateau 
and remained so over the next 4 weeks. In- 





constant epigastric soreness and anorexia 
persisted and progressive loss of body weight 
was evident. 

The consideration of the diagnoses of in- 
tramural hematoma of duodenum and then 
infectious hepatitis in part occasioned delay 
in surgical exploration. Operation was per- 
formed 57 days after the accident. Dense 
adhesions were encountered between the gall 
bladder, common duct and gastro-hepatic 
omentum, transverse colon and lateral parie- 
tal peritoneum. Following lysis of adhesions, 
the descending duodenum was mobilized; 
there was no evidence of hematoma or retro- 
peritoneal injury. Further exploration re- 
vealed a normal appearing gall bladder and 
cystic duct and a scar-enmeshed, funnel- 
shaped stenosis of the retro-duodenal por- 
tion of the common bile duct with proximal 
dilatation. A deep sulcus, almost, but not 
completely through the substance of a 
scarred nodular pancreas was observed be- 
tween the body and tail of the pancreas ; this 
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was interpreted as a healed contusive and 
compression injury of the gland. In addi- 
tion, there was a napkin ring, stenotic con- 
striction of the second portion of duodenum 
with only negligible proximal dilatation. 

The common duct was entered supra- 
duodenally ; its wall was estimated to be 4 
millimeters thick. Incision of the duct re- 
sulted in escape of a copious amount of 
cloudy viscid bile from the lumen. After nu- 
merous attempts, it was possible to pass a 
size #10 dilator to, but not through, the 
sphincter of Oddi. With the dilator in place, 
a transduodenal sphincterotomy was per- 
formed. Clear fluid under tension compati- 
ble with pancreatic juice escaped in the duo- 
denum. Attempts to pass a T-tube from 
above failed. A 4 millimeter (outside diam- 
eter) rubber T-tube was then threaded to 
the dilator and delivered to the supraduo- 


“ea 


T- Tube 


Contracted Gall 
Bladder 


Fic. 4. T-Tube cholangiogram showing spontaneous extrusion of T-Tube, August 11, 1959, (Line 
tracing from roentgenograph.) 
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denal choledochostomy incision, positioned 
and tested for patency. The choledochostomy 
and duodenostomy incisions were then re- 
paired. The stenotic duodenal ring was not 
disturbed because the lumen appeared ade- 
quate. Drainage via penrose drains was 
established and the abdomen closed. 

The immediate post-operative course was 
smooth. Drainage of bile via T-tube was im- 
mediate and continuous in a volume of 400- 
600 milliliters per day. Jaundice abated 
within a week, blood chemistries gradually 
showed normal values, appetite and normal 
bowel habits returned, and uneventful wound 
healing ensued. 

Weight gain was progressive together 
with return of strength and participation in 
rehabilitative exercises. A post-operative T- 
tube cholangiogram (Figure 3) revealed a 
patent and adequate common bile duct and 
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biliary tree. Thirty-seven days after opera- 
tion (Figure 4) spontaneous extrusion of 
the T-tube occurred, the wound of exit 
healed and the patient completed his con- 
valescence. He has remained well to date, 
18 months after surgery. 

DISCUSSION 

The insidious and initially inapparent se- 
quelae of blunt injury to the pancreas and 
biliary tract are well known. Occasionally, 
reconstruction of series of events which led 
to the end pathology noted at either autopsy 
or laparotomy is moot or speculative. There- 
fore, it would be less than realistic to offer 
categorically an “explanation” for stenosis 
of the common bile duct and the presence of 
the constrictive band which was noted to en- 
circle the descending duodenum. 

Several possibilities exist: (1) direct con- 
tusion of the common bile duct resulting in 
edema, scarring and stenosis; (2) indirect 
trauma to supporting connective tissue with 


resultant extrinsic perifibrosis; (3) trauma 
to duodenum and pancreas with resultant 
cicatrization of the retro-duodenal portion 
of the duct. It is more than likely that the 
genesis of the abnormalities noted at the 
time of surgery was a combination of (1) 
and (2), i.e., intrinsic and extrinsic com- 
promise of the lumen of the common duct. 

With the appearance of regurgitation 
jaundice exploration became mandatory. De- 
finitive treatment was predicated upon opera- 
tive findings and appropriate techniques uti- 
lized to restore continuity of the biliary sys- 
tem with the intestinal tract. 

It has been statistically demonstrated that 
surgery which can be undertaken electively 
is superior to that done on an emergency 
basis. Time and the ability to correct electro- 
lyte, blood volume and protein deficiencies 
augur for a reasonably successful outcome. 
The conservative management initially em- 
ployed in the care of this patient facilitated 
therapy and an uneventful convalescence. 
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Alpha-Chymotrypsin in Cataract Surgery 


(Enzymatic Zonulolysis) 


By 


Major THoMAs J. Trepict, USAF, MC 


raquer, of Barcelona, Spain, injected a 

solution of alpha-chymotrypsin into the 
vitreous of an eye that had been injured 
several years before ; he hoped that this inight 
absorb the old blood in the vitreous. On 
observation of the eye the next day he noted 
that the lens was completely dislocated. This 
started him on the study of the use of the 
drug as an aid in cataract surgery. In 1958 
3arraquer’ presented his findings on the use 
of this substance to produce zonulolysis. His 
conclusions were that the enzyme did produce 
lysis of the zonule and thereby enhanced the 
extraction of the lens. In the early reports on 
the use of the drug it was felt that it would 
open a new field of lens surgery especially in 
the very young. More recent reports show that 
the drug is effective, but not especially in the 
young patient where it would have been of 
greatest benefit. 


[° THE spring of 1957 Joaquin Bar- 


BIOCHEMISTRY AND ACTION 


Alpha-chymotrypsin is a proteolytic en- 
zyme. It has fibrinolytic as well as proteolytic 
actions. It is obtained from the veal pancreas 
as chymotrypsinogen. Five different types can 
be obtained but alpha-chymotrypsin has 
greater powers of diffusion and more stability 
than the other types. It was first isolated in 
crystalline form in 1933 and was named 
chymotrypsin to denote its clotting action on 
milk, thus distinguishing it from trypsin, 
which does not clot milk but does clot blood. 

The exact effect of the enzyme on the 
zonule is yet unknown. Some believe a lysis 
of the zonule fibers occurs. Leg? feels that 
the effect is on the zonule fibers by a process 
of uniform fragmentation which followed 
stretching and thinning of the fibers in 3 to 
5 minutes. Thorpe? feels that the zonule itself 
is not torn but that it separates at its points 


of attachment at the surface of the lens cap- 
sule. In any case intracapsular lens extraction 
is made easier by the use of the enzyme. At 
the beginning of this series only the original 
Spanish product (Quimotrase) was available 
direct from Barcelona so it was used in the 
first seven cases. Zolyse manufactured by 
Alcon Laboratories of Fort Worth, Texas, 
was used on the last 9 cases. In both cases the 
concentration was 1:5000. 


MATERIAL AND TECHNIQUE 


The enzyme was used in 16 of the last 18 
cataracts extracted. It was not available in 
one of the cases and we did not have to use 
it in the second one, a dislocated traumatic 
cataract. The patients’ ages ranged from 33 to 
90. Most were in the 55 to 75 age group. 
Some of the patients were on active duty, 
others were dependents and most were re- 
tired. 

The surgeon does not have to alter his 
technique in any way in using the drug. We 
used local anesthesia on all the cases. On 
nine of the cases a conjunctival flap was used 
and on 7 a corneal section was done. Two of 
the cases were a combined procedure (with 
iridencleisis) because of glaucoma. In 3 a 
round pupil was done, in the remainder an 
iridectomy was performed. The sutures may 
be pre or post placed. In our cases two to five 
sutures of 6-0 black silk were utilized. Fol- 
lowing the iridectomy or iridotomy, 2 cc. of 
1:5000 alpha-chymotrypsin was irrigated into 
the anterior chamber either under the iris 
through the iridectomy opening, or through 
the iridotomy. In preparation of the solution 
a dry sterile syringe and needle must be used 
to avoid contamination with other medica- 
tions which may lessen the efficiency of the 
drug. A blunt tipped irrigating needle was 
used for irrigation. After 3 to 4 minutes the 
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anterior chamber is again irrigated with 2 cc. 
of normal saline solution or if Zolyse is being 
used the balanced salt solution. At the end of 
this time it is usually noted that the lens has 
come forward into the anterior chamber. 
Now, either the erisophake or capsule forceps 
can be used to deliver the lens, usually only 
gentle counter-pressure with the expressor is 
necessary. The sutures are tied, air may be 
injected into the anterior chamber and a 
monocular patch is applied. 
RESULTS 

The drug was used in consecutive cases 
without selection. A number of the patients in 
the older agé group would probably not need 
any help in extracting their cataract intra- 
capsularly, but the drug was used here any- 
way to study the effect. Only two of the pa- 
tients in this series were in the younger age 
group, age 33 and 44 years. It is in this group 
that I think the enzyme has its greatest use- 
fulness. Intracapsular extractions at this age 
are difficult because of a “tough” zonule and 
anything that would help here would decrease 
the distressing complications of extracapsular 
extraction such as secondary cataract, capsu- 
lar retraction, iridocapsular synechae, etc. 
An easy intracapsular, round pupil, extrac- 
tion was the result in the younger of these 
two cases. The 44 year old case was the only 
extracapsular extraction in the entire series. 
Fifteen of the sixteen extractions were intra- 
capsular, This last case was one of the very 
first in which the enzyme was used and we 
now feel that the two minute wait then used 
was not long enough. We now wait approxi- 
mately four minutes before irrigating the 
anterior chamber with the saline or balanced 
salt solution. Eighteen per cent is the figure 
usually given for the percentage of extra- 
capsular extractions resulting, in planned 
intracapsular surgery. The percentage in this 


series with the enzyme is 6%. There was 
one case of iris prolapse in a round pupil 
extraction. This was easily replaced. There 
was one delayed reformation of the anterior 
chamber. Hyphema was present in one case. 
There were no cases of vitreous loss of rup- 


August, 1961 





ture of the incision. Two complications that 
have been noted in using the drug to be more 
frequent than prior to its use are striate 
keratitis and iris pigment scattering. We 
encountered striate keratitis in 9 of the 16 
cases and pigment scattering in only two. 
The striate keratitis had cleared in all cases 
by the 5th or 6th post operative day and no 
permanent residual was present from this 
condition. In the two combined procedures 
done (with iridencleisis), a normal tension 
resulted, as well as removal of the cataract. 
We do not intend to report the post operative 
visual acuity of the cases at this time, except 
to state that it was 20/40 or better post- 
operatively in all cases except one. This case 
did not show any improvement because of a 
finding of glaucomatous disc changes. 


COMMENT 


There were no cases of congenital cataract 
in this series. It is in these cases that the 


drug would really be a blessing; however, 


Troutman‘ reports disastrous results in this 
age group. It is not because the zonule is not 
affected by the drug, but because of a very 
firm attachment between the lens capsule and 
the anterior surface of the vitreous. There 
was no increase in the number of “ordinary” 
complications noted with usage of the drug, 
except for the striate keratitis. Some authors 
have reported wound rupture to be more fre- 
quent with use of the enzyme. All the cases 
in this series showed normal healing. A. 
Fink® in a recent article gives experimental 
evidence showing that the enzyme exerts no 
effect on corneal wounds. What late effects 
may result? Several cases have now been 
observed for 14 months without noting any 
deleterious changes in these eyes. It has been 
shown that the drug is of no use in cases up 
to approximately age 20. It could, however, 
find a use in a military practice for meta- 
bolic, complicated, and pre-senile cataracts 
present in the 20 to 45 age group. This cor- 
responds to the ages of active duty for mili- 
tary personnel, and to the ages when intra- 
capsular extraction is difficult to perform. 
We do not recommend its use in (1) trau- 
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matic cases if vitreous is already present in 
the anterior chamber, (2) cases of endo- 
thelial dystrophy, (3) in patients below the 
age of 20, (4) in the very old (above 70) 
where the zonule already is quite weak. 


SUMMARY 


This is a report of the use of alpha- 
chymotrypsin (enzymatic zonulolysis) in cat- 
aract surgery in a military hospital. A brief 
history of the discovery and use of the drug 
is given. Its bio-chemistry and action is dis- 
cussed. The technique in using the drug is 
outlined. Results show that the drug does fa- 
cilitate intracapsular extraction without an 
increase in the number of immediate post- 
operative complications. The use of the en- 
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zyme in a military practice is discussed. Con- 
traindications for its use are given. 
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“There is just one all-absorbing topic the average Asian cares about. All he cares about, or 
thinks about, or talks about, is food, enough food. The average Asian is always hungry,” 
reports an American engineer after two years in one of the crowded Asiatic countries. His 


remark emphasizes a fact that ought to be a guidepost in our world-wide contest with Com- 
munism. The Asian is not hungry because the land will not feed him; he is hungry because 
he does not know how to use the land. We cannot solve his problem for long by sending him 
food. What he needs most is sympathetic, understanding instruction and practical help in 
methods he can adopt. His need is not tractor farming, but good seeds, simple tools, and 


better know-how. WHEELER McMILLEN, Farm Journal. 








Wound Incurred from Unexploded Shell— 
An Unusual Surgical Problem 


By 
Ertk Larsen, M.D., F.A.C.S. 


(With one illustration) 


“4 “HIS paper deals with an unusual type 
of surgical problem which I encoun- 
tered while assigned as a surgeon in 

a Mobile Army Surgical Hospital (MASH) 

during the Korean War. On October 3, 1951 

our hospital was located in Yangu, North 

Korea near. the rugged mountainous eastern 

coast and was giving surgical support to the 

Second Infantry Division (USA) which 

was then engaged in heavy ground fighting 

at “Heartbreak Ridge.” Many wounded 
were treated by our surgical teams and one 
of these American soldiers presented this 
unusual problem as related in the Far East 
Surgeon’s letter. 


UNEXPLODED SHELL REMOVED IN 
DRAMATIC OPERATION 


“In an operation which could well serve as a 
climax of a war movie, a surgical team of the 
8209th Mobile Army Surgical Hospital recently re- 
moved an unexploded armor-piercing shell from 
the shoulder of an American soldier while two sec- 
ond division ammunition experts stood by to lend 
technical assistance. 

“The wounded man, Pvt. A. C. B., was struck in 
the back by the 20mm shell which penetrated the 
left shoulder and curved into the fleshy part of the 
outer arm. Doctors said he was in good shape fol- 
lowing the hour-long operation and that no perma- 
nent injury was likely to result. 

“The shell, which is designed to explode on con- 
tact, had apparently been well spent when it struck 
the soldier. ‘Why it didn’t explode inside him is one 
of those unanswerable miracles’ one of the doctors 
said. Surgery was performed by Capt. Erik Larsen 
and Ist. Lt. Joseph A. Amanti. Anesthetist was 
Major Jesse F. Brown, commanding officer of the 
8209 MASH. 

“Called in from a division ordnance technical in- 
telligence team to guard against explosion of the 
shell removal were Ist. Lt. Richard A. Lyne and 
M/Sgt. Reddick F. Simmons. 

“A spokesman for the mobile hospital who has 
followed the organization through hundreds of sur- 
gical operations from South Korea to the shadow 
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of the Manchurian border during the unit’s thirteen 
months on the peninsula, called the episode ‘Our 
most drama-packed moment’. 

“Pvt. Baree, evacuated within hours after the 
operation was disappointed. Someone had destroyed 
the 3 inch long, 1 inch thick souvenir he wanted to 
Save. 

The public relations officer of the X 
Corps, Eighth U. S. Army in Korea re- 
leased information to the press concerning 
this unusual case and newspaper articles 
throughout the world carried headlines 
such as “War, Movie Style, Surgeons Cut 
Live Shell from American, Doctor Does 
Explosive Operation, Live Shell Cut Out 
Of G.I., Fjirnede Hojsksplosiv Ucksplod- 
eret Granat Fra Soldats Skulder,” etc.? 

The report as related in the Surgeons 
Circular Letter is a fairly accurate account 
of this event, but ever since this occurred I 
have wondered about the serious possibili- 
ties of this type of injury, namely, (1) was 
there actual danger of explosion in this pa- 
tient before removal of shell could be effec- 
ted?, (2) was there danger of injury to the 
patient and surgical team during the re- 
moval of this shell?, and (3) have similar 
type injuries been previously reported and 
if so, had injury resulted to the patient or 
surgical team? I will attempt to answer 
these three questions in this paper. 


CasE REPORT 


In the late afternoon of October 3, 1951, 
many battle casualties were being treated by 
the surgeons of the 8209 MASH and among 
the recent arrivals via ambulance from the 
23rd. Regiment Collecting Station was a 
young American soldier with a penetrating 
wound of the left posterior shoulder area. 
This patient had been treated for shock and 
pain at forward installations and soon after 
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Fic. 1. Diagramatic sketch of 20 mm armor-piercing shell. 


arrival a portable x-ray of the chest and 
left shoulder was obtained which revealed a 
huge missile imbedded deep in the posterior 
wall lying beneath the left scapula (which 
was fractured) and the rib cage with no evi- 
dence of penetration into the chest cavity. 

Speculation immediately arose concern- 
ing the possibility that this might be an un- 
exploded shell and one of the surgeons of 
World War II vintage recalled hearing 
about medical personnel during this period 
being injured on removal of unexploded 
missiles but he had no further information 
other than hearsay. Therefore, Army Ord- 
nance experts were immediately requested 
for technical consultation regarding safe re- 
moval of the missile. Two Second Division 
Ordnance experts reviewed the x-rays and 
concluded that this was probably a 20mm 
Anti-tank or Armor-piercing shell and ad- 
vised extreme care on its removal. 

Our patient was immediately taken to the 
large tent operating room, given general 
anesthetic by the Commanding Officer 
(Major Jesse Brown) and surgery was per- 
formed by myself with 1st Lt. Joseph A. 
Amanti assisting. The two ordnance experts 
were available in the operating room and all 
other personnel were ordered to leave the 
immediate area. The wound in the left pos- 
terior chest wall medial to the scapula was 
enlarged and the missile was carefully ex- 
posed. Removal was effected by grasping 
the cap with a large forceps and gently re- 
moving it intact and immediately handing it 
to the ammunition experts close by. The 
wound was thoroughly debrided and _irri- 
gated with normal saline solution and 


packed with sterile fine mesh gauge which 
was standard operating procedure. The 
missile was found lying beneath the left 
scapula (which was fractured) and had not 
penetrated the chest cavity. 

The procedure took one hour and I must 
confess, there was much anxiety on the part 
of the operating surgeons because we did 
not know what to expect and, of course, 
were much relieved to get rid of this for- 
eign body. Our patient was evacuated the 
following day by ambulance and plane to 
Japan and made an uncomplicated full re- 
covery. 

TECHNICAL DETAILS OF SHELL 

As accurately as can be determined from 
memory and opinion given by Army experts 
after removal of the shell and according to 
the report in Surgeon’s Circular Letter,’ 
the missile removed was a 20mm armor- 
piercing shell which obviously had not ex- 
ploded. The shell approximately 3 inches in 
length and 1 inch in diameter had a wind- 
shield mounted over the nose to reduce air 
resistance, that being more sharply pointed 
than the shell itself. This type of shell is 
usually fired from the cannon of low flying 
aircraft and in this case it was not deter- 
mined whether fired by friend or foe. The 
precise action and purpose of some types of 
cannon shells are unknown, but speaking 
generally, four types are used: 

1. High explosive (blunt nosed) 
2. Incendiary 

3. Armor-piercing (sharp nosed) 
4. Trace shells 


All of these consist of a nose piece sur- 
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rounding a charge of explosives with a 
metal cap fitting over the nose. Details vary 
with the type of shell. The base of a cannon 
shell is about one inch and its velocity in the 
neighborhood of 3000 ft. per second.* Ac- 
cording to Roger Smith,‘ the removal of an 
unexploded 20mm shell is imperative; pre- 
sumptively if a blunt nosed shell is present 
(highly explosive) it must be a dud, other- 
wise it would disintegrate on impact with 
the body. Only very hard impact will ex- 
plode the sharp nosed armor-piercing type 
so the danger of this removal is lessened. 
The sharp and blunt nosed types can readily. 
be differentiated by x-rays. 
LITERATURE REVIEW 

I have spent many hours during recent 
months at various medical libraries search- 
ing for references to articles on this partic- 
ular subject and was unable to find any ref- 
erence in American literature and only one 
in foreign literature which will be quoted in 
detail.‘ 

Roger Smith describes a case in World 
War II in which a man was admitted to the 
hospital with injuries to his right leg, a re- 
sult of cannon shell fire. The shell had 
passed through an open window into the 
room in which he was sheltered. Examina- 
tion of the leg one-half hour later showed 
an entrance wound one inch wide, three and 
one-half inches above the patella on the an- 
terior aspect of the right thigh with no exit 
wound. A large object was felt on the inner 
side of the knee, lying superficially, and 
was, at first, thought to be a piece of shrap- 
nel or a fragment of the internal condyle of 
the femur. There was no fluid in the joint 
and a probable diagnosis of compound su- 
pracondylar fracture was made. A pre-op x- 
ray revealed the shell lying across the lower 
end of the femur, clear of the femoral ves- 
sels. It had entered the limb, base first. At 


operation the supra-patellar pouch was 


found to have been opened and the quadri- 
ceps torn across. The pointed end of the 
shell was seen and lifted out nose first. The 
wound was then treated in the usual man- 
ner and no ill effects resulted. This shell 
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was not of the blunt nosed type; it had a 
smooth gray steel nose piece and aluminum 
cap 82 X 20 mm. The cap was indented in 
the center by the detonation at the breech of 
the cannon; the nose piece was _ intact. 
The Texas Medical Association Refer- 
ence Library was contacted and wrote that 
they had not been able to locate any ma- 
terial on War Injuries dealing with unex- 
ploded shells (Librarian Pauline Dieffield, 
4-4-60). The reference to the English arti- 
cle on Cannon Shell Injuries was the only 
reference obtainable from the National Li- 
brary of Medicine, Washington D.C. 
(thanks to Capt. Geo. J. M. Slowkowski, 
M.C., Division of Surgery, Walter Reed 
Army Medical Center, Washington D.C.), 
Other libraries contacted unsuccessfully 
were John Crear, Chicago, IIl., and the Uni- 
versity of Illinois School of Medicine. 
The case reported in this paper aroused 
some interest at the time but was quickly 
forgotten in the ensuing years until several 
years ago when I saw a television program 
on the “Navy Log” series called “The Hu- 
man Bomb” which dealt with a similar type 
case as that of my Korean experience. 


Navy Loc ProGramM Synopsis #7080 
“HuMAN Boms” 


A Japanese plane attacks a U. S. De 
stroyer in the Coral Sea and turns an 
American sailor into a living booby trap. 

The sailor, Gordon, is seriously wounded 
by a 20mm shell during the attack. Later, 
the ship’s doctor finds the projectile lodged 
within Gordon’s body and it is apparent that 
only a slight disturbance to the victim may 
explode the shell. 

I was anxious to find reference to a case 
similar to mine, therefore, I contacted off- 
cials of CBS Films Inc., with hopes that 
they might supply me with the source of 
their material, name of doctors, Navy refer- 
ences, or Medical Journal references since 
the program purported to be based on true- 
life stories with only change of names of the 
people involved. 

Although the various officials of the tele- 
vision industry and CBS Films Inc., were 
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very cooperative they were unable to supply 
me with the information desired. My only 
conclusion is that the television story was 
fictitious and apparently based on hearsay as 
so many war stories are. 


SUMMARY AND CONCLUSION 


| have reported an unusual type of surgi- 
cal problem which I encountered as a sur- 
geon during the Korean War, namely, the 
removal of an unexploded 20mm armor- 
piercing cannon shell; and have made an 
attempt to find references to similar type 
injuries being able to locate only one in 
Lancet during World War II. A widely 
publicized national TV program dramatized 
a story called “Human Bomb” dealing with 
a similar incident during World War II but 
I was unable to substantiate the validity of 
this case. 

I have attempted to answer three ques- 
tions: (1) Was there danger of explosion in 
this patient before removal of shell could be 
effected? Theoretically yes, but practically 
speaking, no. (2) Was there danger of in- 
jury to the patient and surgical team during 
the removal of this shell? Again, theoreti- 
cally there is danger during surgical re- 
moval to the patient and surgical team. Ob- 
viously, an explosion even as slight as a 
small firecracker would be hazardous de- 
pending on the anatomical location, anes- 
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thesia, etc. But evidently the chances of ex- 
plosion with reasonably gentle handling of 
the shell is small. (3) Have similar type in- 
juries been previously reported and if so, 
had injury resulted to the patient or surgi- 
cal team? Only one recorded similar case 
was found in English literature and there 
apparently have been other cases but I have 
been unable to find evidence of any injury 
to patient or surgical team on record. 

I would appreciate any information or re- 
ports to the contrary and must say that in 
our case the uncertainty of danger caused 
this to be a trying experience which was 
quickly forgotten on the successful conclu- 
sion of the operation. 

1312 Bonita Dr. 
Park Ridge, IIl. 
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The Need for Further Study in the Medical History 
of the American Revolutionary Army 


By 


Howarp Lewis APPLEGATE 


V 


INCE the first battle of the American 
S Revolution, writers and popularizers, 

patriots and historians have studied 
almost every aspect of that war. Some ac- 
counts have been worthless, others were 
best-sellers, but only a select few com- 
manded the respect of the nation’s scholars. 
There are excellent analyses of every fea- 
ture of the Revolution except one, medicine 
and health. Despite the importance of the 
army’s medical department, its history has 
never been fully appreciated by military 
historians, who are mainly concerned with 
campaigns, battles, and tactics. As Louis M. 
Duncan so aptly wrote, “Any reader knows 
how deficient are our histories in regard to 
medical affairs. To kill men is a picturesque 
affair, to cure them is not at all so.” 

Of the seven books that deal with medi- 
cine and health in the American Revolution 
in a very general fashion, four are legisla- 
tive and administrative histories. The earli- 
est to be published was Harvey E. Brown, 
The Medical Department of the United 
States Army 1775-1873, Washington, Sur- 
geon Office, 1873. In part I 
which related to the Revolutionary period, 
the author exhibited a degree of interpreta- 
tive skill, but unfortunately for the profes- 
sional historian, Brown neglected to include 
either footnotes or a bibliography. Not un- 
til the 1920’s did military medical history 
again receive any attention. Three works 
were published in this decade: William 
Owen, The Medical Department of The 
United States Army, Legislative and Ad- 
ministrative History During the Revolution 
1776-1786, New York, Hoeber, 1920; James 
A. Tobey, The Medical Department of the 
Army, Baltimore, Johns Hopkins Univer- 
sity Press, 1927; and Percy M. Ashburn, A 
History of the Medical Department of the 
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United States Army, Boston, Houghton, 
Mifflin, 1929. Owen generally copied the 
journals of the national and provincial leg- 
islatures and offered no insight into the sub- 
ject matter. Equally disillusioning was To- 
bey’s work, as the chapters dealing with the 
Revolution were based almost exclusively 
on the older work of Brown. Ashburn was 
short and uninspiring, and in the chapter de- 
voted to the years 1775-1818, the author 
merely paraphrased legislative journals and 
secondary sources, Of the four, Brown’s 
work is the most reliable, even though it is 
over ninety years old. 

The remaining three works approach the 
subject biographically. The first was Joseph 
Toner, The Medical Men of the Revolution, 
Philadelphia, Collins, 1876. His was the ac- 
count of a naturally biased doctor trying to 
show that his colonial predecessors were 
patriots. The biographical approach was 
neglected until the 1930’s. Louis M. Dun- 
can, Medical Men in the Revolution 1775- 
1783, Carlisle, Medical Field School, was 
published in 1931; and James Gibson, Doc- 
tor Bodo Otto and the Medical Background 
of the American Revolution, Baltimore, 
Thomas, was published in 1937. The two 
latter works appear to suffer from the same 
defects. They lack organization and are too 
inclusive, as both serve as catch-alls for any- 
thing vaguely relevant to the subject. In 
both cases the authors have incorporated 
a great amount of primary documents into 
the text, but the works lack a bibliography 
and professional documentation. However, 
Colonel Duncan’s efforts were not futile. 
He had prepared an explorative study of 
the early medical department. Yet, thirty 
years have passed and historians have not 
seized his subject with any great enthu- 
siasm. 

If contemporary scholars desire any in- 
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formation on the medical aspects of the 
Revolution, they must rely on Brown’s work 
and Duncan’s monograph, which despite 
their defects, remain the two best accounts. 
The first is ninety-four years old and the 
latter thirty years old this year. In the 
meantime, the availability of new docu- 
ments has given historians fresh informa- 
tion which has led to a re-evaluation of the 
Revolutionary medical department. 

It is true that the administration of the 
Continental Hospital Department had a di- 
rect effect on the efficiency of the American 
army during the years 1775-1783. Two con- 
stant members of American military units 
were sickness and inadequate hospital facil- 
ities. The American soldiers feared two en- 
emies, the British and disease. It has been 
estimated by Duncan and Gibson that the 
soldier had 98 chances out of 100 of es- 
caping death on the battlefield, yet in the 
hospitals, his chance of survival was re- 
duced to 75 percent. Furthermore, the aver- 
age rate of sickness in the American Army 
has been measured at 18 percent. At vari- 
ous times sickness severely crippled the 
American war machine and partially ac- 
counted for enforced periods of inactivity 
and even several defeats. Naturally, these 
defeats and weeks of stationary camping 
can also be attributed to poor weather, low 
morale, lack of sufficient numbers, and de- 
ficiencies in supplies and provisions. The 
constant losses suffered by the forces of 
Horatio Gates and Nathanael 
Greene during the Southern campaigns 
were partially the result of a lack of medi- 
cines. In fact, every haggard soldier who re- 
turned to his home town was a silent force 
resulting in a rapid decline in enlistments. 

The inadequacy of the Continental Hos- 
pital and the high rates of disease and death 
can be attributed to several factors. Origi- 
nally intended to be temporary, the medical 
system was lamentably slow in gearing it- 
self to the emerging needs of large scale 
warfare. The medical department was di- 
vided into several districts with semi-au- 
tonomous control, but this plan of decentral- 
ization proved inefficient as did schemes giv- 
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ing the Director General, the department’s 
chief executive officer, complete authority. 
There was an unnecessary competition be- 
tween regimental or locally controlled hos- 
pitals and general or centrally controlled 
hospitals. Furthermore, most structures 
used as medical installations were never 
meant to be hospitals and therefore, care of 
the sick sometimes became difficult. The 
medical department lacked the necessary re- 
quirements of supplies and medicines be- 
cause of: their scarcity, poor transportation 
facilities, limited medical budgets, inefficient 
methods of purchase, waste, and corrup- 
tion. Often, the medical service—in theory 
and on paper an elaborate system of hospi- 
tals, surgeons, and drugs—was not much 
more than the presence of a doctor until 
death came. The Continental physicians 
never developed a satisfactory system of 
collecting the wounded and many times bat- 
tle casualties had to drag themselves to the 
nearest hospital. During most of the war 
years the medical department was not ad- 
ministered efficiently. This can be partially 
attributed to several factors: Congressional 
interference or disinterest, constant inter- 





nal scandals and personality controversies, 
frequent public inquiries, and a lack of pub- 
lic confidence in the medical officers. 

Some defects in the medical corps can be 
traced in part to the departmental person- 
nel. A number of staff officers were ap- 
pointed as a result of political influence 
rather than by professional accomplishment. 
Despite the comprehensive entrance exami- 
nation, some incompetent doctors did evade 
the screening. The regimental surgeon’s at- 
titude toward his job was partially deter- 
mined by the military conditions of life. The 
surgeons claimed that they were handicap- 
ped by: low pay; poor rations and shelter ; 
lack of clothing, social standing, tenure, and 
protection from capture; inadequate pen- 
sions; infrequent promotions; and little or 
no recreational time. Ignorance of military 
procedure was another obstacle to the doc- 
tors’ efficiency. It readily became apparent 
that the type of medical services that a regi- 
ment received depended upon the surgeon’s 
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training, ability, and devotion to duty. Un- 
fortunately, some had little training or abil- 
ity and many lacked the patriotic sense of 
obligation or the sincere belief that it was 
their duty to ease pain and save lives. 

Because of the high rates of disease and 
death, the doctors were held in low esteem 
by the soldiers. Many of the complaints 
against the physicians were perhaps no more 
than examples of the soldiers’ constant 
habit of complaining about military life. Be- 
sides, there were a number of soldiers who 
had a deep suspicion of all medical officers. 
Aversion to doctors and fear of hospitals 
kept many men off the sick registers who 
might have recovered if given proper care. 
Some of these men chose to be their own 
doctors and administered homemade reme- 
dies often with tragic consequences. 

The failure of the Continental Hospital 
can also be blamed on the undeveloped state 
of medical science in America. Many doc- 
tors, especially the rural practitioners, em- 
ployed old-fashioned methods. Lack of sur- 
gical skill greatly increased mortality from 
wounds. Remedial medicine, often based on 
superstition and tradition, offered no real 
relief for many of the hospitalized. Ignor- 
ance of the cause of diseases was a funda- 


mental factor in epidemics and death. Al- 
though the department made some progress 
(Concluded) 





in preventive medicine, many of their rec- 
ommendations were not put into practice in 
the regiments and companies. This can be 
explained by the presence of incompetent 
leadership on the lower levels and the ac- 
companying absence of military discipline, 

Generally speaking, this preceding in- 
formation is what is currently known about 
the state of medicine and health in the 
American Revolution. In spite of the recent 
research into the American Revolution, 
there are still many aspects of military med- 
icine left for further accurate exploration 
and analysis. For example, someone should 
continue investigations into the relationship 
between military sickness and recruiting. 
The personal life of the key hospital officers 
should be the study of some enterprising 
historian. Was the first Director, Benjamin 
Church a traitor? Was the second, John 
Morgan, an incompetent? Was the third, 
William Shippen, Jr., a corrupt gambler? A 
dietary study is necessary. More research 
is essential in the areas of camp sanitation 
and personal cleanliness. An analysis of the 
Congressional medical sub-committee would 
no doubt prove to be enlightening. The med- 
ical history of the American Revolution is 
a virgin field of untapped information and 
steps must be taken to encourage research 
and analysis in this area. 
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Case for Diagnosis 


WENTY-THREE year old white fe- headaches and visual disturbances for several 

male. Amenorrhea, 14 months. Ano- months. Clinical diagnosis: Anorexia nerv- 

rexia, weight loss, loss of libido, and sa. Comatose following craniotomy, with 
deterioration of personality accompanied by death 7 weeks after operation. 


‘ i: 2 oe 
z x fee SPF 





AFIP Neg. No. 59-10117 


From the Armed Forces Institute of Pathology, AFIP Accession 991617, contributed by Letterman 
Medical Illustration Service, Colonel Frank M. General Hospital, San Francisco, California. 
Townsend, USAF, MC, The Director. This case is Diagnosis is given on page 636. 














Insignia 
y EK HAVE been asked by one member 
/ of the Association to give a résumé 
of the medal of the Association. 


The design is regularly shown on the cover. 

When the Association was incorporated 
by an Act of Congress in 1903 its Constitu- 
tion was revised. The description of the 
cross or medal as set down in Article V, 
Section 2 of that Constitution reads as fol- 
lows: “The Cross shall be of gold, upon 
which shall be superimposed, a white shield, 
enclosing a shield of the United States in its 
proper colors, red, white and blue, with stars 
of gold—surrounded by the motto ‘Omnia 
pro Patriae Caritate.’” 

This Cross is suspended by a ribbon 15 
inches long and 13% inches wide, folded on 
itself when attached to the Cross, and having 
a wide white stripe bordered on either side 
by a strip of red, the combined width of the 
red borders to be equal to the width of the 
white stripe. 

The original badge, designed in 1892, car- 
ried a solid triangle attached to a bar, from 
which the Cross was suspended. The triangle 
was eliminated sometime before 1900, leav- 
ing the badge as it is today (Cross sus- 
pended from ribbon). 

There are other insignia of the Associa- 
tion: the enamel bar, the rosette, and the 
button, all of which are designed to wear on 
civilian clothing. 


Closed-Chest Heart Massage 


NEW and simple technique of emer- 
gency treatment of cardiac arrest is 
currently being taught and widely 

publicized, 

The technique requires no surgery and no 
equipment and is applicable not only in 
cardiac arrest, but in drowning, choking, 
electric shock and other types of accidents. 
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The closed-chest heart massage technique 
was taught the Baltimore Fire Department's 


ambulance crews. Within three months, six. 


people had been successfully revived. Among 
these was one of their own firemen whose 


heart stopped when he was overcome with 
smoke while fighting a fire. He is alive today 


and is teaching this same technique to his co- 


workers. 


There are eight points which are stressed 


in the administration of this new technique: 


1. 


Check for pulse—in the throat rather 
than in the wrist—on either side of the 
windpipe near the collarbone. If no 
pulse is detected, begin the chest mas- 
sage at once. 

If there are two rescuers, mouth-to- 
mouth breathing should be given along 
with the massage until an oxygen tank 
can be obtained. Supplying the brain 
with sufficient oxygen immediately is 
the greatest need. The brain may suffer 
extensive damage if oxygen is lacking 
for more than a few minutes, 

Lay the patient face up on a solid sup- 
port. 

Tilt the head back until the chin is 
pointing at the ceiling. Sagging of the 
head cuts off the air passage. 

Kneel so you can use your weight in 
applying pressure. Place the heel of 
your right hand on the breastbone, the 
fingers spread and raised so that pres- 
sure is only on the breastbone, not on 
the ribs. 

Place your left hand on top of the right 
hand and press vertically downward, 
firmly enough to depress the breastbone 
one to one and a quarter inches (with 
a child, use only one hand and rela- 
tively light pressure). The chest of an 
adult, resistant when he is conscious, 
will be surprisingly flexible when un- 
conscious. 


6. Release the pressure immediately, lift- 
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ing the hands slightly, then repeat in a 
cadence of 60 to 80 thrusts per minute, 
approximately the normal heart action. 
The patient should be taken to the hos- 
pital as soon as possible, Professional 
care will be needed even if the normal 
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heartbeat and respiration have re- 
sumed. 

8. Continue closed-chest massage until 


you get professional medical aid or to 
the emergency room of the hospital. 
From Pennsylvania Health Bulletin 





STUART E. WOMELDORPH, D.C.L. 
1890-1961 


Stuart E. Womeldorph, D.C.L., Executive Secre- 
tary, retired, has answered the call for eternal serv- 
ice with the Master Physician of us all. 

The myriad of our members who in the central 
at our annual meetings have made the 
acquaintance of Mr. “Mr. 
Association” by many during his tenure, will join 


office or 
Womeldorph, called 
in a sense of sorrow at the news of his death. 

Mr. Womeldorph, who was seventy-one years of 
age, passed away on July 12, 1961, at Arlington 
(Va.) Hospital, after a heart attack. 

For the past year he had been under treatment 
for cancer of the larynx, and recently had a laryn- 
gectomy, which was followed by the heart attack. 

Mr. Womeldorph, son of Henry Carlyle Womel- 
dorph, was born in Opequon, Virginia, 27 June 
1890. He attended public schools in Virginia and 
in 1909 passed the State Teachers Examination. 

In 1909 he came to Washington where he was 
for two years a clerk in the Census Bureau. In 
1912 he accepted an appointment in the field serv- 
ice for the Navy Department, and served at the 
Norfolk Navy Yard. In 1913 he returned to Wash- 
ington and was employed in the offices of the Wash- 
ington Terminal Company until he joined the staff 
of the Association of Military Surgeons, 7 January 
1917, 

The “staff” of the Association when Mr. Womel- 
dorph joined it consisted only of the Editor, Col- 
onel Munson; who soon had other duties assigned 
him and Colonel Hoff became acting Secretary- 
Editor. Mr. Womeldorph served with Editors Mun- 
son, Hoff, LaGarde, Church, Hume, Kean, Gil- 
christ, Phalen, and Bitner. 

During World War I, Mr. Womeldorph declined 
a commission in the Sanitary Corps, in order that 
he might continue his work for the Association 
because its Secretary, as well as Surgeon General 
Gorgas, felt that his service in that capacity was of 
such importance that the risk of his being ordered 
away from Washington should not be taken. This 
was a real sacrifice on Mr. Womeldorph’s part, 
since he thereby cut himself off from the various 
compensations, civil service preference, etc., which 
otherwise would have been his. 

He made good use of his free time in Washing- 


ton. In October 1917, he enrolled in the Washing- 
ton College of Law and in 1920 graduated with the 
degree of Bachelor ef Laws. He passed the Dis- 
trict of Columbia Bar Examination in June, 1920, 
and was admitted to practice before the courts of 
the District of Columbia. After graduate 
work he won the degrees of Master of Laws and 
Master of Patent Law in 1921. In 1924 he enrolled 
in the School of Political Science of American Uni- 


post 


versity and in 1926 received the degree of Master 
of Political Science, and Doctor of Civil Law in 
1928. 

Doctor Womeldorph, though he preferred to be 
called Mister, continued his connection with the 
\ssociation of Military Surgeons, holding his five 
law degrees. In 1940, at the annual meeting in Cleve- 
land, the Association took 
Mr. Womeldorph’s long, loyal, and efficient service, 


formal cognizance of 


and made him Executive Secretary. 

Mr. Womeldorph retired from the Association on 
1 January 1958, after nearly forty-one years of 
devoted service. A man of fine personality, he filled 
his many years of service to the society with high 
intelligence, the utmost dependability, and an un- 
tiring industry. 

He was a Mason, and belonged to Hiram Lodge 
No. 10, Washington Chapter No. 2 of the Royal 
Arch Masons and Washington Commandery No. 1, 
Knights Templar, and was a life member of Almas 
Temple. He was also a member of Sigma Nu Phi, 
a legal fraternity, and the District Bar Associa- 
tion. He attended Grace Lutheran Church. 

He leaves behind his widow, Mrs. Freda L. 
Womeldorph, Apt. 308, 4400 Lee Highway, Arling- 
ton 7, Virginia. Her host of friends will make this 
blow a somewhat easier one to bear. He is also sur- 
vived by one daughter, Mrs. Johanna Van Arsdale 
of Montclair, N.J., and two sons, Stuart E., Jr., of 
Newport News, Va., and John C. of Arlington, Va. 

Funeral services were held at the Grace Luth- 
eran Church on July 15, with entombment at Cedar 
Hill Cemetery, Washington, D.C. i 

Officers of the Association join the Editor and 
staff in extending most sincere sympathy to Mrs. 
Womeldorph and her family. 


R.E.B. 
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IROSHIMA 


eternal 


and Nagasaki remain 


memorials to illustrate the 

hazards and perils of the Atomic 
Age to Mankind. A medical review in the 
United States has just published a special re- 
port on delayed action of radiation in the 
survivors of the Hiroshima and Nagasaki 
bombings. The findings of the Atomic Bomb 
Casualty Commission show that there was 
no fallout from either one of these explosions 
because the fire ball was too high to sweep up 
debris. The explosion left only 60,000 sur- 
vivors in the two cities of whom 25,000 had 
been within 1500 meters of ground zero at 
time of the explosions. Those 7,000 who suf- 
fered major acute radiation sickness were 
within 2,000 meters. Beyond that radius, the 
radiation was little. 

During the years 1948-1954, the genetic 
damage of these radioactive bombings has 
been thoroughly examined. This particular 
study included 70,000 pregnancies. In 10% 
of these, one or both parents were exposed 
to the bomb’s effects. The children of these 
pregnancies were repeatedly examined, but 
among 27,000 children only 319 had major 
congenital abnormities, and there seemed to 
be no statistical correlation between such ab- 
normalities and the exposure of the parents 
to radiation. The figures for stillbirth, birth 
weights and infant mortality were also un- 
changed. One type of lethal mutant showed 
up, and it tended to reduce the number of 
daughters of irradiated fathers, and the num- 
ber of sons of irradiated mothers. 

Other theoretically known radiation dam- 
ages were also looked for; for example, the 
incidence of cataract, leukemia, and malig- 
nant tumors. Systematic study of 1,000 sur- 
vivors disclosed no case of cataract. A wider 
survey found 9 cases of cataract among the 
survivors of the bombings who had been 
within 1,000 meters of ground zero. The 
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the World 


No. 8) 


By 
. Mayer, M.D. 


search for Jeukemia disclosed 122 cases, most 
of them in people who were not less than 
2,000 meters away from the center of ex- 
plosion. Tumors of the lung, stomach, breast, 
ovary and uterus were also twice as frequent 
in the survivors as in the normal Japanese 
population. Many other possible effects of 
the bombing, such as deterioration of the 
visual perception, psychological effects, etc., 
have not yet been sorted out. The Hiroshima 
and Nagasaki experience also has been of 
great value because much has been learned 
from it about Man’s future. The comprehen- 
sive analysis of such a huge mass of collected 
data is also a great achievement of medical 
statistics. 

One important lesson of the Hiroshima 
and Nagasaki events is that the protection 
of the civilian population must be an es- 
sential part of any national defense. Yet, un- 
affected people in general may take the mat- 
ter of “civil defense” lackadaisically. Thus, 
in West Germany, the Allensbach Institute 
for Research into Public Psychology studied 
the reaction of the domestic population to- 
ward civil defense. Only 40% of the people 
consider civilian defense a necessity. It is in- 
teresting that the majority of this 40% 
comes from small towns and villages, away 
from target areas, while the population in 
the industrial cities takes a more fatalistic 
attitude, and especially the women think that 
no effective defense is possible against 
atomic warfare, 

Preparations for civilian defense ate, 
nevertheless, going on in the European coun- 
tries with more or less enthusiasm(?). The 
British Government, after reviewing its 
home defense plans, came to the conclusion 
that some additional expenditure is needed 
in order to make the program more realistic. 
A part of these additional sums will be spent 
on maintenance of medical services, includ- 
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ing stocks of equipment and materials, 
emergency hospitals, etc. In Germany, the 
Federal Civil Defense Board was set up at 
Bad-Godesberg in 1958; this board is in 
charge of administering the funds allocated 
for the purchase of stocks of medical supply. 
In Germany, the Ministry of Interior is 
responsible for the application of emergency 
measures within the general survival plan 
for the population. In Austria, likewise, the 
Ministry of Interior carries the civil defense 
appropriation in its budget. For the current 
year, about 11 million shillings were in- 
cluded for civilian defense in the budget. 

Switzerland planned a series of civil de- 
fense exercises for 1961. Some of these have 
already been held, but the large-scale exer- 
cise at Soleuremand at Schaffhausen is to 
come in the fall. Preparations for civilian 
national defense have been also arranged in 
Belgium, which has a Civil Defense Corps 
and a special school where the employment 
of the various defense equipments is being 
taught. The Spanish civilian defense was 
also recently reorganized under the direct 
authority of the Presidency of the Spanish 
Government. Henceforth, it will be within 
the framework of the general national de- 
fense. By the way! The Fourth /nternational 
Civil Defense Conference will be held from 
7 to 17 October, this year, at the City of Mon- 
treux on the shores of the Lake of Geneva. 
It will be in connection with an international 
exhibition of all sorts of equipment for 
civilian defense and relief. The meeting will 
also mark the 30th anniversary of the Inter- 
national Civil Defense Organization which 
was established in 1931 by the French Sur- 
geon-General Saint-Paul. As a special em- 
phasis upon civilian defense, the Hungarian 
Minister of Defense issued a decree that all 
men between 14 and 55, and all women be- 
tween 14 and 50 have to undergo 60 hours of 
civil defense training. 

An English practitioner wished to see the 
status of general medical care in a!l Euro 
pean countries and to compare it with the 
conditions in his own country. He had an 
opportunity to do so last fall, by spending 
a week each in Holland, Denmark, and 
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Sweden. He selected these countries as being 
the most similar in medical conditions to 
his own land. All have a Western European 
outlook and culture, and all are industrial 
and agricultural countries. Some form of 
medical insurance’ exists also in all three. 
Only in Sweden is it compulsory and it in- 
cludes the whole population. In Holland and 
Denmark only those earning less than ap- 
proximately $2000 join the medical in- 
surance scheme (this means about 75% of 
the population). Private practice still ac- 
counts. for more than 25% of the work of 
the general practitioner. General medical care 
is given by the doctors with whom the pa- 
tients register in Holland and in Denmark. 
In Sweden, the patient has to pay the doctor 
but then he claims back 75% from the ad- 
“sick clubs” or of the 
The hospital care is mostly 


ministration of the 
“sick funds.” 
free, but in Holland the free care is only for 
70 days. Most of what the patient has to pay 
is for drugs. Only a few “life-saving” drugs 
are free in Holland and Denmark, while in 
Sweden the patient pays about 50% of the 
prescriptions’ costs. 

There are ca. 7,000 physicians in Holland 
(1:1500 ratio), 5,000 doctors in Denmark 
(1:900), and 6,500 in Sweden (1:1,200). 
In some parts of Sweden the doctor-patient 
ratio is very low: 1:10,000. The medical pro- 


.fession is well organized in all these coun- 


tries. But general practice in the “English” 
sense exists only in Holland and Denmark. 
The doctor works independently from his 
own premises with the minimum interfer- 
ence from anyone. He arranges his own rou- 
tine work and he has the closest relations 
with his patients. Denmark has no outpa- 
tient departments, and thus the physician is 
encouraged to investigate his patients very 
fully and to seek private consultant advice 
before the patient is admitted to hospital. 
Sut, in Sweden there is no general practice 
in the English (or American) sense. The 
Swedish system of medical care is based on 
the principles of free choice of any physician 
by the patient at any time and on free access 
by the public to hospitals. The patient can be 
under the care of more than one doctor at 
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the same time. In the large Swedish towns 
most doctors are “specialists,” but the vast 
majority of them have no access to any beds 
in hospitals. In the Swedish country the 
physicians are a mixture of public health 
officers and general practitioners, who or- 
ganize all local preventive care, too. 

In Holland and Denmark, the young doc- 
tors enter into general practice by buying 
goodwill. The cost of practice is about one 
and half times its annual income. In Sweden, 
the doctor puts out his sign, while the district 
doctors are appointed by the State. In Hol- 
land and Denmark, the doctors work from 
premises which have to be improvised for 
the medical practice. In Sweden, the prem- 
ises are specially built by local committees. 
Most doctors employ secretary-nurses who 
are specially trained for their positions ; they 
do the bookkeeping, make diagnostic tests, 
dressings, injections. In Sweden, the nurses 
are employees of local authorities. The gross 
income of the doctors varies from $13,000 to 
$18,000, but in England it is only an average 
of $9,000. 

The main clinical problems in these coun- 
tries are more social than medical, and they 
are related to the care of old people, the 
chronic sick, and the psychiatric cases. 
Sweden experimented with the banning of 
these patients from the hospitals by paying 
the relatives about $12 a week to look after 
these patients at home. Alcoholism is a very 
serious problem, especially in Sweden where 
special clinics for alcoholics treat 5,000 pa- 
tients (8 pro mille of the adult population) 
in Stockholm each year. The Swedish abor- 
tion clinics also received a great deal of pub- 
licity. For instance, in 1959 there were 1,300 
legal abortions carried out in Stockholm 
compared with 10,000 births. 

In the United Kingdom, the “Teddy 
Boys” represent the symbolization of juvenile 
delinquency. This has greatly increased in 
recent years, and besides the boys there are 
also some “Teddy girls” to increase the Eng- 
lish statistics of crime. In 1958, 51,000 of- 
fenses were committed by juveniles, includ- 
ing simple theft (61%), breaking and enter- 
ing (25%), assault and murder (2%). A 
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member of the London County Educational 
Board said that some of the young delin- 
quents are victims of their environment and 
of circumstances, and others are sick, bio- 
logically and physically. In the majority, 
both factors are involved, and the doctor and 
social worker together have to find the neces- 
sary distinctions. “Teddyism” is unhealthy 
because it is the expression of a social and 
cultural blind alley. The parents of these 
young people feel satisfied with beer and 
television; the young people are yearning 
after a more cheerful life. So they go out 
into the street, gather around juke boxes and 
slot machines because they have nowhere to 
go and no one to confide in. From the 
mediocre and hygienic uniformity of their 
neighborhood, town, county, their only es- 
cape is the movies whose only sure system 
of values thus far is force, money, and sex. 
Teddyism is the manifestation of an Eng- 
land which just recently achieved its social 
evolution, yet did not find a way to its cul- 
tural revolution. 

The large cities of the world have many 
different inhabitants, including also rats. In 
certain international harbors, the number of 
rat inhabitants is equal or larger than the 
number of human beings. From a public 
health point of view, the health status of all 
inhabitants of a great city is very important. 
A Parisian physician made a special study 
of the health of the rats in his city, and 
found that, generally, the Parisian rats en- 
joy good health; only some of the older 
ones, which weigh more than 300 grams, had 
abscess of the lungs, or of the perirenal tis- 
sues, encysted parasites, small inflammatory 
lesions of the liver. None of them (in a 
sample of 500 rats) manifested any sign of 
plague either anatomically or serologically. 
Yet, 20% of the animals were carriers of 
Leptospira ictero-hemorrhagica. 

According to the demographic statistics of 
Italy, in the first eight months of 1960, 
326,803 persons died in that country, which 
is about 7% higher mortality rate than in the 
preceding year. Among the chief causes of 
death the diseases of the respiratory system 
(24.8%) are in the first place, followed by 
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the diseases of the liver and biliary tract 
(12.4% ), degenerative diseases of the heart 
(13.3% ), other circulatory diseases (12.2%), 
malignant tumors of the intestines (10.3%), 
and traffic accidents (4.9%). The Italians, 
and especially the University of Bologna, 
were very much embarrassed by the world- 
wide announcement of the Press that a mem- 
ber of the Bologna Medical Faculty, called 
Daniele Petrucci, produced the artificial 
fecundation of a human ovum. The Faculty 
sent a letter to the Rector of the University, 
stating that these experiments were made 
outside the University, and they are not 
scientifically documented and recorded. The 
Rector, therefore, should defend the good 
name of the institution in view of the farci- 
cal and chimeric experiment of Petrucci. 

The Italian medical profession again be- 
came alarmed at the health care of the 50 
million Italians. There are almost 78,000 
physicians, which is a ratio of 1 physician to 
645 inhabitants. This ratio becomes 1:301 in 
the Province of Roma, and 1:245 in the 
Eternal City itself which has 8,169 physi- 
cians for 2 million people. If we consider 
that many Italians are in the Social In- 
surance system, and receive free medical 
care, then the situation of free medical prac- 
tice in Italy appears to be desperate. 

The highest hospital in Asia will be 
perched at a height of 14,000 feet above sea- 
level at Leh in Ladakh. It will be a 200-bed 
hospital for the Indian Army; it will have 
completely modern equipment, and may be 
expanded to a 400-bed hospital. Part of the 
medical equipment will be carried to the hos- 
pital on a newly constructed road, but much 
will need an air lift. It was expected to start 
functioning in July of the current year. 

Will there be a war of the Arctics? No one 
knows. But it seems that the territory of the 
Antarctic is safe, at least for 34 years. 
Twelve nations, including the U.S., and the 
U.S.S.R., have signed a treaty providing that 
Antarctica shall continue forever to be used 
exclusively for peaceful purposes, The treaty 
also outlaws nuclear explosions as well as 
the dumping of radioactive wastes near the 
“Seventh Continent.” The pact is supposed 
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to remain in force indefinitely, but none can 
withdraw before the year 1994. Meanwhile, 
the world-wide efforts at the studying of the 
Antarctic region continue. 

Thus, for instance, Argentina created (in 
1951) the Argentina Antarctic Institute, a 
scientific and technical organization. It is 
under the supervision of the Navy Depart- 
ment for the study of the Antarctic from 
every point of view. The Institute, which is 
located in Buenos Aires, includes in its 
sphere of research, biology, human phys- 
iology and microbiology. It has a number of 
laboratories, a cold chamber with a tempera- 
ture down to —22°C, fire-proof archives, 
etc. The Institute dispatches field groups to 
the Antarctic, with scientists and technicians, 
whose task is also the development and trial 
of various methods of polar technic related 
to transportation, nutrition, clothing, life, 
equipment and communications. Liaison is 
maintained with similar organs of the U.S., 
and with other international organizations. 
Some of the scientific works include the ob- 
servation of human reactions in the Ant- 
arctic surroundings, the study of polar ani- 
mals for the determination of their possible 
Strontium” content, analysis of fecal speci- 
mens, isolation of lower fungi and bacteria 
from the air on special culture media. The 
Institute also operates the Ellsworth Scien- 
tific Station which was installed in 1957 by 
the U.S., and transferred to Argentina for 
further administration and management. 
This station is also engaged in human phys- 
iological studies. 

The Mathematics Institute of the Ukraina 
Academy of Sciences has constructed an 
electronic computer for the diagnosis of 
heart diseases. The “memory” of this ma- 
chine records 110 symptoms of heart dis- 
eases. These symptoms are in various 
combinations, and each combination would 
represent a particular disease. When the ma- 
chine is questioned about a special combina- 
tion of the heart symptoms, in a few seconds 
it will light up a red light at the correspond- 
ing diagnosis. Actually, the computer points 
out five different diagnoses in the order of 
their probability. 
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In 1960, the government of Greece ratified 
by a royal decree the statute of the /nterna- 
tional Hippocratic Foundation. This foun- 
dation wishes to disseminate and cultivate 
the ideal of medicine as conceived and prac- 
ticed by Hippocrates, of Cos, a few thousand 
years ago. It wishes to publish the writings 
of the Father of Medicine, and other manu- 
scripts related to the Hippocratic culture. 
Plans are also made to hold an international 
medical olympiad every five years, and to 
recreate at Cos the ancient “school” of Hip- 
pocrates as a component of an international 
medical center. 

A letter to the Editor of the Canadian 
Medical Association Journal by a former 
member of the medical newsmagazine, M.D. 
of Canada, (J. O. Godden) is a serious 
criticism of this paramedical publication, ex- 
plaining the writer’s reasons why he resigned 
from his appointment as an editor. M.D. of 
Canada is published by the M.D. Publica- 
tions, Inc., of New York, whose president 
physician was named in connection with the 
scandal that developed about the Antibiotic 
Division of the U.S. Food and Drug Ad- 
ministration last year. It seems that on this 
account other members of the American 
medical profession also abandoned their edi- 
torial-board appointments of M.D. Medical 
Newsmagazine. The writer of the editorial 
letter believes that these “medical newsmaga- 
zines” serve no serious professional purpose. 


The critical reader might be annoyed by the 
pretense that the “pasticcio of medical his- 
tory, literary and social vignettes and sex is 
the actual cultural milieu of the physician,” 

Medical nomenclature, or the dictionary of 
genetics, was lately enlarged with a new 
term: “the Philadelphia chromosome,” also 
symbolized as Ph, which is an abnormal 
chromosome found in a number of cases of 
chronic myeloid leukemia. It is one of the 
four smallest chromosomes (pairs 21 and 
22) with about half its substance missing. 
The term was chosen because the abnormal 
element was first noted in a laboratory at 
Philadelphia. 

Another new medical term is “television 
epilepsy.” Since 1952, a gradually increasing 
number of instances have been reported in 
which a television set provided the epilepti- 
genic stimulus that triggered the start of 
convulsions in susceptible individuals, The 
stimulus is highly specific; the seizures do 
not occur unless the susceptible persons are 
exposed to a brightly illuminated relatively 
slowly flickering screen at close proximity 
to their eyes, in a darkened room. Character- 
istic is that the seizure sets in while the pa- 
tient is bending over the television set ad- 
justing the controls and watching a flickering 
image on the screen. Epilepsy now joins the 
increasing number of tribulations of Man- 
kind which can be attributed to the television 
set! .. . Multa paucis! 
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NOTES 





Timely items of general interest are 
accepted for these columns. Deadline is 
lst of month preceding month of issue. 


Department of Defense 


Senior Medical Advisor—FRANK B. BErry, 
M.D. 

Deputy Ass’t Sec’y of Defense (Health and 
Medical), Off. Ass’t Sec’y of Defense for 
Manpower—Epw. H. Cusuina, M.D. 


AFEB EXECUTIVE SECRETARY 

Colonel Charles H. Moseley, MC, a gradu- 
ate of the Vanderbilt University School of 
Medicine, who holds both Master and Doc- 
torate degrees in Public Health (Harvard) 
has assumed the position of Executive Secre- 
tary of the Armed Forces Epidemiological 
Board. 

The Board, composed of civilian physi- 
cians and scientists, provides advice to the 
three Surgeons General on research in in- 
fectious diseases. 

Colonel Moseley succeeds Colonel John 
Rizzolo, who has been assigned to the Phil- 
ippines. 

The AFEB Executive Secretary will have 
his office in the Office of the Surgeon Gen- 
eral of the Army. 


Army 


Surgeon General—Lt. GEN, LreonarpD D. 
HEATON 

Deputy Surg. Gen Maj. GEN. THomas J. 
HARTFORD 


PREVENTIVE DENTISTRY 


Preventive Dentistry is the order of the 
day. Major General Joseph L. Bernier, 








Chief of the Dental Corps, has made the 
matter a project of the first order and to 
that end has organized the Army Medical 
Service Advisory Committee on Preventive 
Dentistry. 

Members of the Committee are: Dr. John 
C. Brauer, Dean of the School of Dentistry, 
University of North Carolina; Dr. Hamil- 
ton B. C. Tobinson, Dean of the School of 
Dentistry, University of Kansas City, Mo. ; 
Dr. Joseph C. Muhler, Professor of Basic 
Sciences, Indiana University ; and Dr. Irving 
Glickman, Professor of Peridontology, Tufts 
University School of Dental Medicine. 

The first course in Preventive Dentistry 
was recently held at the Walter Reed Army 
Institute of Research. The exhibit shown 
depicts the importance of soldiers in the 
field keeping their teeth at least as clean as 
their eating utensils. 

A Preventive Dentistry Division has been 
established in General Bernier’s section of 
the Surgeon General’s Office. This is to be 





U. S. Army Photo 


Bric. GEN, CLARENCE P. Canpy, Director of Dental 
Activities at the WRAMC (recently moved to 
Brooke Army Medical Center) ; May. GEN. JOSEPH 
L. Bernier, Chief of the Army Dental Corps; Cot. 
Tuomas A. McFatt, DC, USA, Director of Div. 
of Dentistry, ARAIR; and CHAPLAIN WALTER G. 
McLeop of Walter Reed General Hospital. 
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headed by Colonel Russell Sumnicht, DC, 
USA. 

We have high hopes that some very im- 
portant measures will be brought to the at- 
tention of the American people for surely 
Preventive Dentistry must start in early 
childhood. The military forces see the re- 
sults of the years of neglect of such meas- 
ures. 


NEW COMMANDER AT BAH 


3rigadier General George M. Powell, MC, 
a graduate (1932) of the Washington Uni- 
versity School of Medicine, recently became 
the ninth Commander of Brooke General 
Hospital since it was so named in 1942. This 
hospital is a unit of the Brooke Army Medi- 
cal Center, Fort Sam Houston, Texas, com- 
manded by Major General John Bohlender. 

A specialist in internal medicine, General 
Powell began his military service at the hos- 
pital he now commands. Recently he was 
commander of the Madigan General Hos- 
pital. He has published articles on internal 
medicine, particularly on studies he made on 
hemorrhagic fever as a result of experience 
with this disease in the Far East. 


NAMED COMMANDER AMSCDG 


Colonel Edwin S. Chapman, MC, has been 
named Commander of the Army Medical 
Service Combat Developments Group, at its 
new home, Brooke Army Medical Center, 
Fort Sam Houston, Texas. 

This Group will prepare studies on the 
medical services of the future. To provide 
the military forces with the high type of 
medical care that has been given in the past 
requires considerable thought and pre-plan- 
ning for all eventualities that may occur. The 
lessons learned from past combat must al- 
ways be kept in the present; they must be 
projected to the future, and the new develop- 
ments must be carefully analyzed and their 
relation to future medicine must always be 
considered. Such will be the responsibility of 
Colonel Chapman and his group. 

His training well qualifies him for the 
position: Task Force Surgeon in Mid-Pacific 
in early months of World War II; instructor 


Medical Field Service School ; graduate Com- 
mand and General Staff College; Assistant 
Surgeon, Army Ground Forces; Medical 
Advisor, Military Mission to Peru; gradu- 
ate, Armed Forces Military College; gradu- 
ate, Army War College; senior Medical Ad- 
visor, Korean Military Advisor Group, and 
recently Director of Department of Military 
Sciences, Medical Field Service School. 

Colonel Chapman is a Life Member of 
the Association of Military Surgeons of the 
US. 


MILITARY SCIENCE DIRECTOR 

Lt. Colonel Richard H. Ross, MC, has 
succeeded Colonel Edwin S. Chapman as Di- 
rector of the Department of Military Sci- 
ences at the Medical Field Service School, 
Fort Sam Houston, Texas. 

Colonel Ross was commissioned in the 
Army Medical Corps in 1945. He served as 
Division Surgeon, 25th Infantry Division, in 
Korea in 1951-52. 


HONORED 

Lt. Colonel William A. Boyson, MC, 
USA, a recent graduate of the U. S. Army 
Command and General Staff College, Fort 
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“om- Leavenworth, Kansas, received the School’s 
stant Commandant’s Award for Effective Military 
dical } Writing. The presentation of the award was 
adu- made by General Lyman L, Lemnitzer, 
adu- Chairman of the Joint Chiefs of Staff, at the 
Ad- graduation exercises. 

and Colonel Boyson will become a member of 


tary | the faculty of the college. He is a graduate 

} of the Gettysburg College, Pa., the School 

r of of Medicine at the University of Pennsyl- 

the vania, and in 1957 received a master’s degree 
from the Baylor University Graduate School 
of Medicine. 


has | ASSIGNMENT FIRST ARMY 
Di- Lt. Colonel Stephen D. Berardinelli, MC, 
Sci- has been appointed Chief, Professional 
ool, Services Division, First U. S. Army Medical 
Section, Governors Island, New York. He 
the has been Commanding Officer of the U. S. 
las § Army Dispensary at 90 Church St., Man- 
» mn hattan, since his return from Korea in 1959. 
TO ATTEND LOGISTICS COURSE 
Lt. Colonel Ben F, Peake, MSC, USA, 
[C, is the first Medical Service Corps Officer 
my chosen to attend the advanced logistics course 
ort at the Air University, Wright Patterson Air 


Force Base, Ohio, which begins on Septem- 
ber 5. This is a one year course. 


AWARDED HOFF MEDAL 


Lt. Colonel Ralph H. Forrester, MC, 
USA, was awarded the coveted Hoff Medal 
at the graduation exercises of the nine- 
month course in Military Medicine and 
Allied Sciences, Walter Reed Army Institute 
of Research, Presentation was made by 
Colonel Edwin J. Pulaski, MC, USA, Dep- 
uty Director of the Institute. 

Colonel Forrester’s principal research re- 
port was entitled “Iron Absorption. Ob- 
servations on the Influence of Phlebotomy in 
Normal Human Subjects.” 

: Other graduates who were presented di- 
plomas by the course director, Lt. Colonel 
Paul E. Teshon, were: Majors Warren H. 
Brune, Nicholas F. Conte, Niklaus J. Keller ; 
Captains Billy P. Darby, Jr. (USAF) and 
James W. Ransone. 
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MEDAL AWARD FOR NURSES 


For the past couple of years active duty 
and retired Army Nurses have been con- 
tributing to a fund to provide a medal to the 
individual graduating from the Advanced 
Military Nursing Course who best exempli- 
fies the ideal military nurse. 

Such a medal now exists, 

Under the career guidance program, each 
Regular Army and Reserve nurse on active 
duty is sent to Brooke Army Medical Center 
to take this 5-month course in Advanced 





Armed Forces Inst. of Path. 


OBVERSE OF MEDAL 





Armed Forces Inst. of Path. 


REVERSE OF MEDAL 
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Military Nursing some time between their 
third and seventh year of service. Emphasis 
is on military planning and_ supervision, 
staffing, teaching, and project study to pre- 
pare them for the progressive military nurs- 
ing responsibilities accorded career officers 


in the Army Nurse Corps. 


NURSE CORPS MEDAL AWARD 


Captain Angeline Hennek, NC, USA, of 
Plymouth, Michigan, received the first Army 
Nurse Corps Medal awarded to the top- 
ranking student in the Advanced Military 
Nursing Course at the Medical Field Service 
School. 

Colonel Ruby Bryant, former Chief of the 
Army Nurse Corps, and recently Director of 
Nursing Activities at Brooke Army Medical 
Center, made the presentation of the medal. 
She retired from military service on June 
30, 1961. 


LINE-MEDIC OFFICER JOINS SGO 


Major Maurice G. Patton, MC, no rela- 
tion to the World War II General, but an 
officer of his Division, has been assigned to 
the Office of the Surgeon General, Preven- 
tive Medicine Division. 

Major Patton was wounded in action, 
decorated for gallantry, and later returned 
home to study medicine at the University of 
Arkansas School of Medicine, Little Rock. 
After receiving his medical degree in 1952 
he entered military service. 

Major Patton wears the Silver Star, Pur- 
ple Heart, Bronze Star, and Distinguished 
Unit Citation. He is a Diplomate of the 
American Board of Preventive Medicine. 


ARMY REORGANIZATION 

The Army’s divisions will be reorganized 
beginning in early 1962. The National Guard 
and Reserve divisions will start their reor- 
ganization at the same time but that part of 
the project will be phased over a longer 


period of time. 

The change provides for four types of 
divisions: Infantry, Armor, Airborne and a 
new type, Mechanized. 
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The four new types of divisions will have 
a common division base. In each division 
will be three brigade headquarters. The com- 
mon division base will have a strength rang- 
ing from 6,000 to 7,200. Each division will 
have from six to 15 battalions, ranging in 
size from 750 to 850 men. The average 
division will have approximately 15,000 men, 
Under the support command there will be 
one Medical Battalion. 

The reorganization will provide the divi- 
sion with flexibility, mobility, and improved 


firepower. 


Navy 


Surgeon General—Rear ApM. Epwarp C. 
KENNEY 

Deputy Surgeon General—Rear_ Apw. 
ALLAN S. CHRISMAN 


ASSUMES COMMAND MEDICAL SCHOOL 

Captain John S. Shaver, MC, USN, has 
assumed command of the U. S. Naval Medi- 
cal School at the National Naval Medical 
Center, Bethesda, Maryland. He succeeds 
Captain Malcolm W. Arnold who has re- 
tired. 

Captain Shaver a graduate of the Univer- 
sity of Texas School of Medicine (1937) 
entered the Navy Medical Corps in 1939. 
His specialty is pathology. 


RETIRED 

Captain Malcolm W. Arnold, MC, USN, 
who has been Commanding Officer of the 
U. S. Naval Medical School, National Naval 
Medical Center, Bethesda, Maryland, retired 
on June 30 after completing more than 30 
years of active duty. 

Captain Arnold commenced his career in 
naval medicine upon graduation from the 
Johns Hopkins University School of Medi- 
cine in June 1931. His career was high- 
lighted by a four and one-half year tour of 
duty in the Bureau of Medicine and Surgery 
where he served as the Head of the Train- 
ing Branch and later Director of the Pro- 
fessional Division. 
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Captain Arnold will be retained on active 
duty for a time in the Bureau of Medicine 
and Surgery. There he will be Director of 
the Publications Division and Naval Medical 
News Letter Liaison Officer. 


PROMOTION 

Captain Alberta Burk, NC, USN, was re- 
cently promoted to that rank. She is the 
fourth officer in the Nurse Corps to be ele- 
vated to the rank of captain. 

Captain Burk whose home is in Inde- 
pendence, Iowa, is Deputy Director of the 
Navy Nurse Corps. She Navy 
Nurse Corps in 1935, 


entered 


AWARD PRESENTED 

Lieutenant Donald E. Topscott, MSC, 
USN, was presented the Surgeon General’s 
Annual Award for scholastic achievement at 
the graduation of thirty-four officers follow- 
ing an intensive ten-month course at the U. S. 
Naval School of Hospital Administration, 
National Naval Medical Center, Bethesda, 
Maryland, June 15. 

Presentation of the award was made by 
Rear Admiral A. S. Chrisman, Deputy Sur- 
geon General. 

The Commanding Officer of the School is 
Commander Calvin F, Johnson. 


Air Force 


Surgeon General—Mayj. GEN. OLIVER K. 
NIEss 

Deputy Surg. Gen —MaJ. GEN. Ricwarp L. 
BoHANNON 


MEDICALLY SPEAKING 

The Incoming Deputy Surgeon General of 
the Air Force and the Outgoing Deputy met 
with the Surgeon General at the Hail and 
Farewell Party recently. 

Major General Richard L. 
came to Washington and Major General 
John K. Cullen has gone to Germany. 


Bohannon 


A GOOD IDEA 
Revive the spirit of the Fourth of July! 


Not with firecrackers, booze, parades, or ora- 








U. S. Air Force 


May. GEN. BoHANNON, Maj. GEN. O. K. NIEss, 
Surgeon General, and May. Gen. JoHN K. CULLEN. 


torical nonsense by flag waving, emotional 
stirring verbosity, but by down to earth meth- 
ods, possibly through the radio, T-V, cards, 
banners and any other means that will bring 
to the American people the things that this 
country really stands for in this world. If our 
own people know (and how many of them 
really do?) the rest of the world will eventu- 
ally know. There are few oases of freedom 
as we know it in the rapidly expanding world 
desert which is drying up the dignity of man. 

Colonel Carlos F. Schuessler, Dental Sur- 
geon of the USAF Aerospace Medical Cen- 
ter, Brooks Air Force Base, Texas, believes 
that the Fourth of July is a good time to re- 
view the principles which our American an- 
tecedents fought and died for. 

He developed a Fourth of July postcard 
and gave it wide distribution. The inside in- 
scription is impressive: “Everything we have 
—everything we stand for in this troubled 
world—we owe to the liberty secured for us 
by the founders of our blessed nation. On 
this 185th Anniversary of American Inde- 
pendence, I invite you to join me in giving 
honor as our forbears did to the architects of 
our good fortune.” 

This is one idea. Let’s think about this for 


next year. 
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Public Health Service 


Surgeon General—LuTHer L. Terry, M.D. 
Deputy Surg. Gen.—JouHN D. PoRTERFIELD, 
M.D. 


NIH ADDS BUILDING 


A new building, the first which the Na- 
tional Institute of Dental Research can call 
its own, was dedicated recently at the NIH 
Center, Bethesda, Maryland. 

Dr. Francis A. Arnold, Director, National 
Institute of Dental Research, and Dr. John 
Knutson, Chief Public Health Service Dental 
Officer, collaborated as presiding officers at 
the dedication, 


DENTAL HEALTH CENTER 


A National Dental Health Center has been 
established on the grounds of the Public 
Health Service Hospital, San Francisco. 

This Center will provide facilities for ap- 
plied research in the prevention and control 
of dental diseases and for training dental 
public health workers in the application of 
research findings. 

Dr. George Nevitt will direct the Center 
and its training activities. Dr. John Greene 
will head the epidemiology program. 


PUBLICATION 


The Scientific Directory 1961 and Annual 
Bibliography 1960 of the National Institutes 
of Health, Bethesda, Maryland, was recently 
published as PHS Bibliography Series No. 
34. 

This 144-page book (with index) gives 
the names of those in the Institutes and the 
material that has been published by the sec- 
tions. 

Copies may be obtained from the U. S. 
Government Printing Office, Washington 25, 
D.C., for 45¢ a copy. 


APPLIANCES 

Hearing Aids.. About 1,161,000 people in 
the U.S. have hearing aids. This represents 
only a fifth of those having hearing impair- 


ments. 


Wheel Chairs. About 253,000 people have 
wheel chairs. Over 50 percent of these per- 
sons are confined to the house. 

Braces. About 690,000 braces are worn by 
people in the U.S. About 201,000 are leg or 
foot braces, of these 41 percent are worn by 
children under 15 years of age as a result of 
poliomyelitis or congenital defects. 

Artificial Limbs. Approximately 139,000 
persons in the U.S. use artificial limbs; 94 
percent are males. About 76 percent of the 
total number use an artificial leg or foot. 

These figures are obtained from a recent 
report “Distribution and Use of Hearing 
Aids, Wheel Chairs, Braces, and Artificial 
Limbs, U.S. July 1958-June 1959” (PHS 
Publ. No. 584-B27). Copies of this report 
are available from Superintendent of Docu- 
ments, Government Printing Office, Wash- 
ington 25, D.C., at 25¢ a copy. 


HIGHLIGHTS OF RESEARCH 


Allergy and Infectious Diseases 1960 
(Public Health Publ. No. 829) shows some 
of the research done in the field of allergy 
and infectious diseases. This brings one up 
to date for the year 1960. 

Copies may be obtained for 30¢ each from 
the Government Printing Office, Washington 
mo, ac, 


URANIUM MINING HAZARDS 


Lung cancer and complications of silicosis 
are occurring in excessive numbers in urani- 
um miners according to a recent report of 
the Public Health Service. 

For the complete report, Governors’ Con- 
ference on Health Hazards in Uranium 
Mines (PHS Publ. No. 843), write to Pub- 
lic Health Service, Washington 25, D.C. 


BIBLIOGRAPHY ON TOXOPLASMOSIS 


A bibliography of the literature (1956- 
September 1960) on toxoplasmosis has been 
compiled by Dr. Dorothy Bocker, of the Na- 
tional Library of Medicine, Washington 25, 
D.C. Copies are available. 
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Veterans Administration 


Chief Medical Director—Wi..1aM S. Mip- 
pLeToN, M.D. 

Deputy Chief Med. Dir—H. Martin En- 
GLE, M.D. 


HONORED 

Dr. Lee D. Cady, Manager of the Veterans 
Administration Hospital, Houston, Texas, 
will receive The Physician’s Award of 1960 
by the President’s Committee on Employment 
of the Physically Handicapped. Announce- 
ment was recently made by General Melvin 
J. Maas, Chairman of the Committee. 

The award will be presented at the annual 
banquet of the Congress of Industrial Health, 
American Medical Association, Denver, Oc- 
tober 3. 

“Like most awards,” Dr. Cady says, “it 
really belongs to my associates in Houston 
and throughout Texas who have loyally sus- 
tained the Employ-the-Handicapped Pro- 
gram—but I’m very happy to represent 
Texas in its receipt.” 

Dr. Cady commanded the 21st General 
Hospital through Africa, Italy and France 
in World War IT. 


HOSPITAL NURSING BOOK 

A Guide for Studying The Utilization of 
Nursing Service Personnel in VA Hospitals 
has been distributed to Veterans Administra- 
tion Hospitals for study in the utilization of 
nurses’ time. 

This work was developed with the aid of 
Columbia University. Copies will soon be 
available from the Government Printing 
Office. 

This book should be of particular value in 
studying the activities of ward nursing staffs. 


PITUITARY AND CANCER 

The relationship of the pituitary gland and 
the spread of cancer was a subject of discus- 
sion at the International Symposium at the 
Detroit Institute of Cancer Research held at 
Henry Ford Hospital recently. 

Drs. Bernard and Edwin Fisher of the 
University of Pittsburgh School of Medicine 
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and the Pittsburgh Veterans Hospital dis- 
cussed their work in which they found that 
the removal of the pituitary gland in rats in- 
hibited the spread of cancer cells to the liver. 

Dr. Edwin Fisher about six years ago dem- 
onstrated the presence of circulating cancer 
cells in the blood stream. 


RADIOACTIVE HIPPURAN 

A new radioactive agent, radioactive hip- 
puran, is said to differentiate between high 
blood pressure caused by kidney disease and 
that of unknown origin. 

Manuel Tubis, chief biochemist of the 
radioisotope service at the Los Angeles Vet- 
erans Administration, synthesized the new 
radioactive agent. 

Clinical investigation of this hippuran is 
being made by Doctors W. H. Blahd and R. 
A. Nordyke. 

There is some promise that the high blood 
pressure cases due to kidney impairment may 
yield to surgery. Pilot studies seem to indi- 
cate this. 

Radioactive hippuran is safe and simple to 
use by intravenous methods. Radiation de- 
tectors can determine the amount of the hip- 
puran in the kidneys and thus give an indica- 
tion of the impairment. 


Miscellaneous 


MANPOWER IN HEALTH 


The number of persons employed in the 
“health service industries” was reported at 
just over one million in the U.S. Census of 
1940. A decade later, however, the compara- 
ble figure had risen to over 1.6 million, Al- 
though comparable data from the U.S. Cen- 
sus of 1960 are not yet available, present in- 
dications are that the figure may be around 
2.5 million persons. 

There are over 230,000 physicians in the 
United States, double the number of 1900. 
Yet the ratio of physicians to population has 
fallen from 157 per 100,000 in 1900 to 133 at 
present. It is predicted that there will be a de- 
cline to about 130 per 100,000 by 1970 and 
126 in 1975 if the trend continues. 
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NUMBER OF Persons EMPLOYED IN THE HEALTH 
Service INpustrIEs, U.S. 


The number of dentists reported in 1900 
was just under 30,000. There are now 
slightly over 100,000, with about 84,500 in 
private practice. The ratio has remained at 
about 57 per 100,000 since the war years. 

There has been an increase in the number 
of nurses, the ratio per 100,000 population 
rising from 55 in 1910 to 282 in 1960. 


COUNTERFEIT AND MISLABELED DRUGS 


The Food and Drug Administration is 
vigorously pursuing the campaign against 
counterfeit and mislabeled drugs that have 
been on the market. 

There exists some “fly-by-night” concerns 
that have bought up samples of drugs mailed 
to physicians, then reassemble these in con- 
tainers, put on labels, and sell the products. 
Mix-ups have occurred. Some of these are 
very serious. In a number of other cases 
there has been pure counterfeiting. Drugs 
should be purchased through recognized 
trade channels, When in doubt it might be 
wise to check with the Better Business Bu- 
reau or the Chamber of Commerce. But is it 
not best to deal with your pharmacist whom 
you should look to for advice on purchasing 


drugs? 


FOLIC ACID 


Vitamins sold over the counter must not 
contain more than 0.4 milligram of folic acid 
for the daily dose. Seizure of such vitamins 


is being made by the Food and Drug Ad- 
ministration. 

Any other preparations containing more 
than the above amount must be sold only on 
prescription. 

CASE FOR DIAGNOSIS 

The diagnosis of the case recorded on page 
619 is cystic craniopharyngioma, Neither cal- 
cification within the tumor nor erosion of the 
sella turcica was present, though they are 
usually characteristic features of this lesion. 


CIVIL DEFENSE GIFTS AND CERTAIN 
EXPENSES DEDUCTIBLE 

The Internal Revenue Service has ruled 
that “Contributions or gifts to a civil de- 
fense organization, organized under federal, 
state, or local law, are deductible on federal 
income tax returns by taxpayers who itemize 
their deductions.” 

Necessary travel expenses for attendance 
at meetings, exercises, and the like are de- 
ductible. The construction of a bomb shelter 
or the supplies that may be stored for use in 
a disaster are not deductible items. 


NEW ITEMS 

In Britain an iron lung has been developed 
which turns the patient through 180°. It was 
recently shown at the International Hospital 
Equipment Exhibition in London. 

Also in Britain there has been developed a 
low-priced mattress which has proved itself 
to be hygienic, waterproof, and virtually non- 
destructible. It has been tried under practical 
conditions in general and mental hospitals. 


UROLOGY AWARD 


The American Urological Association of- 
fers an annual award of $1,000 (first prize 
of $500, second prize $300, and third prize 
$200) for essays on the result of some clini- 
cal or laboratory research in Urology, Com- 
petition is limited to Urologists who have 
been graduated not more than ten years, and 
to hospital interns and residents. 

Further information can be obtained from 
the Executive Secretary, 1120 North Charles 
St., Baltimore 1, Md. 
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MEETING 

An Interim Congress of the Pan American 
Association of Ophthalmology will be held 
in Lima, Peru, January 28-February 3, 1962. 
All ophthalmologists are invited to attend. 

Titles and abstracts of papers for consid- 
eration should be sent to John M. McLean, 
M.D., 525 East 68th St., New York 21, N.Y., 
by October 30, 


AMERICAN COLLEGE OF SURGEONS 


The 47th Annual Clinical Congress of the 
American College of Surgeons will be held 
in Chicago, October 2-6. 

Dr. I. S. Ravdin of Philadelphia is the out- 
going president. Dr. Robert M. Zollinger, 
Ohio State University College of Medicine 
is the incoming president. He will speak on 
“Surgical Tithing.” 


BOOK 

Uniformed Services Almanac—1961 edi- 
tion—is a paperback, 8% x 5%, 146-page 
book packed with information for commis- 
sioned officers and enlisted men of the U. S. 
Military Services. 

This book compiled and edited by Lee E. 
Sharff, in association with Wayne Hawkins 
and Joseph Young, can be obtained for $1.00 
a copy. Address: Uniformed Services Al- 
manac, P.O. Box 400, Washington 4, D.C. 


SEEKING IDEAS? 

The Patent Abstract Series describes thou- 
sands of Government-owned patents that are 
available for license at no charge by private 
firms and individuals for non-exclusive use. 

Further information may be obtained on 
this by asking for release No. OTS 61-453, 
Business and Defense Services Administra- 
tion, Department of Commerce, Washington 
ze, D.C. 


SUGAR IN DEVELOPER 


A small amount of sugar improves x-ray 
film developer according to two Kodak scien- 
tists, H. Murray Clear and Nancy H. King. 

About seven ounces per quart of developer 
is sufficient to extend the range of the various 
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monitoring films used for radiation record- 
ing. 

The report was made at the Health Physics 
Society in Las Vegas, Nevada, June 14. 


New York Chapter 


More than 140 members and guests at- 
tended the spring meeting of the New York 
Chapter of the Association of Military Sur- 
geons, at which Captain F. Kirk Smith, MC, 
USN, spoke on “Some Interesting Aspects 
of Aerial Space Medical Research.” He is 
Director of the Aviation Medical Accelera- 
tion Laboratory, U. S. Naval Air Develop- 
ment Center, Johnsville, Pa. 

A cocktail party for members and their 
guests was sponsored by the New York 
Chapter during the Annual Meeting of the 
American Medical Association in New York. 
This proved to be an enjoyable event where 
many who were not able to be together dur- 
ing the convention could meet and discuss 
some of the old and new problems facing the 
military services. 


New Members 


Carlos Mena, M.D. 

Lieutenant Mary Anton, NC, USNR 

‘1/Lt. Nicholas Waldimar Holowecky, 
MSC, USAR 

LCdr. R. L. Cannon, Jr., MSC, USN 

Capt. George Z. Steuer, MC, USA 

Lt. Col, Raffaele Suriano, DC, USA 

Captain Donald E. McIntosh, MC, USA 

Lt. Clyde William Jones, MC, USNR 

Cdr. Don E. Kelly, MC, USNR 

Lt. Casimer A. Passalino, DC., USN 

Capt. Claire A. Leddy, ANC, USAR 

LCdr. John D. Bateman, MC, USNR 

Commander Karl A. Lofgren, MC, USNR 

rig. General Douglas B. Kendrick, MC, 
USA 

Cdr. Florence M. Frazier, MSC, USN 

Lt. Col. Venona M. McGuire, ANC, USA, 
Ret. 

Lt. (jg) John P. Blake, MSC, USN 

Col. John T. Morrison, USAF, MC 

lst Lt. Max Lee Ronis, Pa. NG 
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Major Bernard Joseph Ronis, MC, AUS 

Capt. Alan Bruce Cooper, MC, USAF 

Captain Robert W. Kelly, USAFR, MSC 

Ist Lt. Stanley J. Hollander, MC 

Captain Edward A. Jones, MC, USN 

LCdr. Robert A. Conner, MC, USN 

Lt. Gail Avrum Magid, MC, USNR 

Ist Lt. Frank L. Kardos, MC, USA 

Lt. Thomas H. Birney, DC, USNR 

J. C. McCarty, M.D. (formerly Col. Med. 
Corps, AUS) 

Captain Alfred A. Friedman, USAF, DC 

Capt. Phillip P. Fried, MSC, USAR 

Maxwell L. Littman, M.D. (formerly Lt. 
Col., MSC, AUS) 

Major Frode Jensen, MC 

Colonel Ange S. Naples, MC, USAR 

Colonel Vincent D. Francis, MC, USA 

Colonel Carl Taylor Dubuy, MC, USA 

Maj. Corinne R. Hauck, USAF, NC 

Captain Callista J. Lillard, ANC 

Captain James B. Potin, MSC, USA 


MEMBERSHIP COMMITTEE 
Commander Calvin F. Johnson, MSC, U. S. 
Navy, Chairman 

Mr. George F..Archambault, U. S. Public Health 
Service 

Commander Burdette M. Blaska, NC, U. S. Navy 

Colonel Jesse W. Brumfield, MSC, U. S. Army 

Lt. Col. Nathan Cooper, U. S. Air Force (MSC) 

Lt. Col. V. Harry Adrounie, USAF, MSC 

Mr. Vernon O. Trygstad, Veterans Administration 


Honor Roll 


Since the publication of our last list, the 
following sponsored one or more applicants 
for membership in the Association: 

Thomas F. Furlong, Jr., M.D. 

Lt. Col. Carl J. Schopfer 

Captain E. E. Hedblom, MC, USN 

Lt. Joseph H. Miller, MC, USNR 

Capt. James F, Cramer, USAF, DC 

Lt. Col. Edward A. Barrett, MC, USAR 

Dr. O. H. Fulcher 

Lt. Col. Evelyn M. Bedard, USAF, NC 

Lt. Col. Martin A. Pfotenhauer, MC, USA 

Capt. Charlotte E, Comley, ANC, USAR 
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Cdr. Joseph R. Eastman, Jr., MC, USNR 
Maj. Ruth M. Miller, MC, USAR 


Deaths 


DE AGUIAR, Grace McNee Heltman, 
Major, U. S. Air Force, Medical Specialist 
Corps, died at Walter Reed General Hospi- 
tal on May 13. 

Major de Aguiar was a graduate of the 
Physical Education Department of Ithaca 
College, New York, and took her physical 
therapy training at Walter Reed Army Hos- 
pital, Washington, D.C. From 1936 to 1943 
she was employed as a physical therapist in 
the New York and New Jersey areas. In 
1943, in response to the War Department's 
need for physical therapists, Major de Aguiar 
volunteered for duty in the U. S. Army Med- 
ical Service. She later transferred to the Air 
Force Medical Specialist Corps and served 
as an officer in the Regular component until 
1952. At that time she returned to civilian 
status but continued to serve with the Fed- 
eral Service at the Veterans Administration 
Hospital in Albany, New York. In 1957 she 
was recalled to active duty with the Air Force 
and served at Lackland Air Force Base, 
Texas, and Tachikawa Air Force Base, 
Japan. 

Interment was at Delancy, New York. 


THOMAS, Robert E., Colonel, Medical 
Corps, U. S. Army, Retired, died June 2 at 
Walter Reed General Hospital. He was 73. 

Colonel Thomas, a native of Scranton, Pa., 
was a graduate of the University of Mary- 
land Medical School (1912). He joined the 
Regular Army in 1917. He also served in 
France in World War I. In 1950 he retired 
from the Army. 

He landed in France on D-Day plus one 
and became chief medical officer in the Oise 
area. 


He is survived by his widow, 4740 Con- 


necticut Ave., N.W., Washington, D.C., and 


two daughters. 
Interment was in Arlington Cemetery. 
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Comparative Epidemiology of the Mental Disorders. 
The proceedings of the 49th annual meeting of 
The American Psychopathological Association, 
held in New York City, February 1959. Edited by 
Paul H. Hoch, M.D. and Joseph Zubin, Ph.D. 
290 pp., illustrated. Grune & Stratton, Inc., New 
York, London. Price $9.75. 

The Practitioner’s Handbook. Edited by William A. 
R. Thomson, M.D. 711 pp., illustrated. J. B. Lip- 
pincott Company, Philadelphia. Price $12.50. 

Chemical Pathology of the Nervous System. Pro- 
ceedings of the 3rd International Neurological 
Symposium held at Strasbourg. Edited by Jordi 
Folch-Pi. 896 pp., illustrated. Pergamon Press, 
Inc., New York. Price $20.00. 

Hospitals, Doctors, and Dollars. By Robert M. Cun- 
ningham, Jr. 268 pp., clothbound. F. W. Dodge 
Corporation, New York. Price $6.95. 

A History of the Nursing Profession in Great Brit- 
ain. By Brian Abel-Smith, Ph.D. 304 pp., illus- 
trated. Springer Publishing Co., Inc., New York. 
Price $5.75. 

Calderwood’s Orthopedic Nursing. 5th Ed. by Car- 
roll B. Larson, M.D., F.A.C.S., and Marjorie 
Gould, R.N., B.S., M.S. 547 pp., with 343 illustra- 
tions. The C. V. Mosby Company, St. Louis. 
Price $6.50. 

The Cardiac Arrhythmias. A Guide for the General 
Practitioner. By Brendan Phibbs, M.D. 128 pp., 
illustrated. The C. V. Mosby Company, St. Louis. 
Price $7.50. 

Field Studies in the Mental Disorders. Proceedings 
of the work conference on problems in field studies 
in the mental disorders, February 15-19, 1959, 
under the auspices of the American Psychopatho- 
logical Association, supported by USPHS, Grant 
No. 3M-9146, National Institute of Mental Health. 
Edited by Joseph Zubin, Ph.D. 495 pp. Grune & 
Stratton, New York, London. Price $6.75. 

Heredity in Ophthalmology. By Jules Frangois. 
Translated from the French edition, L’Hérédité 
en ophthalmologie by Jules Francois. 731 pp., with 

629 figures including 6 in color. The C. V. Mosby 
Company, St. Louis. Price $23.00. 

Abdominal Operations. 4th Ed. by Rodney Maingot, 
F.R.C.S. (Lond.), with special articles by 36 


British and American contributors. 1402 pp., 917 
new illustrations included in a total of more than 
1800. Appleton-Century-Crofts, Inc., New York. 
Price $29.50. 

The Premature Baby, 5th Edition. By V. Mary 
Crosse,O.B.E., M.D. (Lond.), D.P.H., M.M.S.A., 
D. (Obstet.) R.C.O.G. 266 pp., with 42 illustra- 


= 


tions. Little, Brown and Company, Boston. Price 
$7.00. 

Progress in Medical Genetics. Vol. I. Edited by 
Arthur G. Steinberg, Ph.D. 341 pp., illustrated. 
Grune & Stratton, New York, London. Price 
$9.75. 

Recent Advances in Biological Psychiatry. Vol. III. 
The Proceedings of the Fifteenth Annual Conven- 
tion and Scientific Program of the Society of 
Biological Psychiatry, Miami, June 1960. Edited 
by Joseph Wortis, M.D. With an Introductory 
Essay by Paul Hoch, M.D. 241 pp., illustrated. 
Grune & Stratton, New York, London. Price 
$9.75. 

Medical Pharmacology. Principles and concepts. By 
Andres Goth, M.D. 551 pp., illustrated. The C. V. 
Mosby Company, St. Louis. Price $11.00. 

Histology. 4th Edition. By Arthur W. Ham, M.B., 
F.R.S.C., and Thomas Sydney Leeson, M.A., 
M.D., B.Ch. (Cantab.). 942 pp., with 589 Figure 
Numbers, including 8 plates in color. J. B. Lippin- 
cott Company, Philadelphia, Montreal. Price 
$11.00. 


The Closed Treatment of Common Fractures. 3rd 


Edition. By John Charnley, B.Sc., M.B., F.R.C.S. 
272 pp., illustrated. The Williams and Wilkins 
Company, Baltimore. Price $10.00. 

Zugene Wolff’s Anatomy of the Eye and Orbit. 5th 
Edition. Revised by R. J. Last, M.B., B.S. 
(Adelaide), F.R.C.S. (Eng.). 500 pp., with 438 
illustrations, including 54 in color. W. B. Saunders 
Company, Philadelphia, London. Price $18.00. 


Baillére’s Pocket Book of Ward Information. 10th 


Edition. Revised by Marjorie Houghton, M.B.E., 
S.R.N., S.C.M., D.N. (Lond.) 213 pp. The Wil- 
liams & Wilkins Co., Baltimore, exclusive U. S. 
agents. Price $2.50. 


Hypertension. A Mount Sinai Hospital Monograph. 


Edited by Milton Mendlowitz, M.D. 156 pp., illus- 
trated. Grune & Stratton, New York, London. 
Price $6.50. 


Essentials of Neurosurgery for Students and Prac- 


titioners. By Sean Mullan, M.D. 273 pp., illus- 
trated. Springer Publishing Company, New York. 
Price $6.75. 


Haematin Enzymes. A Symposium of the Interna- 


tional Union of Biochemistry organized by the 
Australian Academy of Science, Canberra. Edi- 
tors: J. E. Falk, R. Lamberg and R. K. Morton. 
Two volumes, 680 pp., illustrated. Pergamon 
Press, Inc., New York. Price $14.00 each vol. 
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THE PuHysIoLocicAL BAsis OF MEDICAL PRACTICE. 
7th Ed. A Text in Applied Physiology. Edited by 
Charles H. Best, C.B.E., M.A., M.D., D.Sc.F.R. 
C.S, F.R.C.P. (Canada); and Norman Burke 
Taylor, V.D., M.D., F.R.S., F.R.C.S., F.R.C.P., 
M.R.C.S., L.R.C.P. With 28 contributors. The 
Williams & Wilkins Company, Baltimore. Price 
$16.00. 

The 1961 edition of this classic text in applied 
physiology continues to be the standard in its field. 
This is the seventh writing and has been eagerly 
awaited since the last edition in 1955. Prior to the 
current volume, the authors performed the near-im- 
possible task of straddling the entire expanding area 
of physiology as a two-man project. However, in the 
present edition they have adopted a practice which is 
becoming more popular in medical textbook author- 
ship and have “farmed out” various sections to men 
distinguished in selected fields. As a result, this edi- 
tion is a masterful presentation of the fascinating 
wonderland of contemporary physiology, quite in 

eer ing with the tradition of its predecessors. 

™, chaps the high points of this particular writing 
are the chapters which have to deal with cardiology. 
The section on electrocardiography utilizes some of 
the lucid line diagrams from Barker’s textbook on 
unipolar electrocardiography. One point which I 
would have liked to have seen mentioned in this 
section is the Prinzmetal work with regard to the 
“electrocardiographically silent’ area of the endo- 
cardium. 

The chapters on circulation are written by Dr. 
Gregg and his associates and demonstrate his usual 
high degree of clarity in explaining difficult concepts 
of circulatory dynamics. 

If any minor criticism of this nature can be 
levied at this book, it may be that the hematology 
chapters leave something to be desired. Several of 
the pertinent advances in this field could not be found 
in these pages. For example, I could find no mention 
of “Erythropietic Factor.” There was no reference 
to platelet (or leukocyte) agglutinins which would 
seem to be essential in a discussion of the physiol- 
ogy of thrombocytopenia. The chapters on anemias 
are generally good, but do not include information 
on the “primaquin sensitive anemias” and the impli- 
cations of this in hemolytic anemia. There is no 
mention of the anemias related to defective heme 
synthesis (i.e., “pyridoxine unresponsive”). Perhaps 
this information was published too late for inclu- 
sion. However, in glancing at the bibliography for 
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the section on the “anemias,” it was observed that of 
the 41 references, only 10 were from the period 
1950 on. Throughout the book, the bibliographies 
are notable in their inclusion of classic works in each 
given field. However, frequently there seems to bea 
lack of significant contemporary articles. These are 
certainly minor flaws. 

The text remains the classic work in applied phys- 
iology. For the young student experiencing the thrill 
of exploring the new territories of human physiology 
for the first time; for the busy practitioner who 
wants an authoritative explanation of the “why” and 
“how” things are happening to his patient; for the 
advanced student who desires background reading 
before going to the literature in preparation for a 
research project—this text remains the bed-rock in- 
formation source. The literary style and editing is 
excellent. Drs. Best and Taylor have made a major 
and continuing contribution to the medical library, 
once again. 


Maj. Ropert H. Moser, MC, USA 


BepswwE Mepicine. By I. Snapper, M.D. 592 pp. 
Grune & Stratton, New York and London. Price 
$14.50. 

This is the first edition of a highly practicable, 
succinct book for students and practitioners of Inter- 
nal Medicine. Dr. Snapper records his experiences 
and viewpoint of medicine as he has learned and 
taught it for fifty years in Amsterdam, Holland and 
Peiping, China, and then in Chicago and New York. 

He insists that a physician must have a wide 
knowledge of the natural sciences. At the patient's 
bedside, however, there must be no theorizing. At 
all times an ethical concept based on an elevated 
moral law is indispensable. Modern medical scions 
do not often respect empirical knowledge for diag- 
nosis and therapy; however, Dr. Snapper contends 
that laboratory procedures must complement, not 
supplement, clinical studies. 

The book is arranged into seventeen chapters, plus 
an index. An especially outstanding chapter is the 
one on “Fever of Unknown Origin.” 

Therapy is mentioned only casually as diagnosis 
is paramount. Dr. Snapper pleads for roentgen ex- 
aminations to be done by Radiologists rather than 
by non-specialists in the field. This is an excellent 
book for any physicians interested in Internal Medi- 
cine. 

Cor. U. Ropert MeRIKANGAS, USA RET. 
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HaeMATOLoGY. By R. B. Thompson, M.D., 
F.R.C.P. 306 pp. J. B. Lippincott Company, 
Philadelphia and Montreal. Price $6.00. 

It is difficult to imagine a better precis of hema- 
tology than Dr. Thompson provides in this little 
book. It is sufficiently detailed and well balanced 
except somewhat skimpily referenced. It is clinically 
oriented and altogether an excellent text for train- 
ing of interns and residents. 

Cot. WILLIAM H. Crosspy, MC, USA 


DiverticuLitis. A Monograph. By Sara M. Jordan, 
M.D., and Russell S. Boles, Jr., M.D. 89 pp., 
illust. Grune & Stratton, New York and London. 
Price $4.75. 

The authors explain that this monograph deals 
with the lower part of the intestinal tract, particu- 
larly the colon. They state, “Where the words di- 
verticulosis and diverticulitis are used without local- 
izing the site of the abnormalities, they are usually 
understood as referring to the colon, where di- 
verticula are most frequently found.” 

The Historical Review section covers almost half 
of the book. Thus the background of a baffling con- 
dition which forms the basis of the book is ex- 
haustive and shows the tremendous amount of work 
that has been done by many authorities over the 
years. 

Pathogenesis, diagnosis, and treatment of di- 
verticulosis and diverticulitis are presented with 
comments on each subject by the authors. These 
extremely 

reader the 


comments are valuable as they sum- 


marize for the present status of the 
various topics discussed. 
There is an exhaustive bibliography, with an 
index. Here is an important contribution to the 
subject of diverticulitis. 


R.E.B. 


CuRRENT THERAPY—1961. Edited by Howard F. 
Conn, M.D., with staff of Consulting Editors. 
805 pp. W. B. Saunders Company, Philadelphia 
and London. Price $12.50. 

This is a book that is eagerly awaited each year. 
With the rapid strides in therapy it becomes a 
must for those who would keep abreast of the 
times in medicine. The roster of Consulting Editors 
and Contributors is filled with stars in the field of 
medicine. 

R.E.B. 

Systemic Lupus EryTHEMATOSUS. By Daniel L. 
Larson, M.D. 212 pp. Little, Brown and Com- 
pany, Boston. Price $7.50. 

This monograph is based on the study of 200 pa- 
tients with systemic lupus erythematosus who came 
under observation at the Presbyterian Hospital 
in New York City in the past twenty years. 

The book contains chapters on special clinical 
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manifestations, special laboratory features, therapy 
and the clinical course. The author stresses the na- 
tural history of this disease which is so variable 
both in duration and manifestation. The title of 
“The Great Imitator” could aptly be given to sys- 
temic lupus erythematosus. Because this book is 
based on wide clinical experience and correlated 
with recent advances in the laboratory techniques 
and pathological findings, it can be highly recom- 
mended as an up-to-date reference in this disease 
entity. 
Cot. D. O. Lynn, MC, USA 


Non-INFECTIVE DISEASE IN AFrica. The peculiari- 
ties of medical non-infective diseases in the in- 
digenous inhabitants of Africa south of the 
Sahara. By H. C. Trowell, O.B.E., M_D., 
F.R.C.P. 481 pp., illustrated. The Williams & 
Wilkins Co., Baltimore, exclusive U.S. agents. 
Price $13.00. 

This book is the work of an English physician 
with 29 years clinical experience in East Africa. 
He visited in other sections of Africa in those 
years. 

Certain of the diseases that are described are 
common among the Africans but are seldom seen 
elsewhere. These are, for example, endomyocardial 
fibrosis, idiopathic cardiomyopathy, siderosis, por- 
phyria, primary carcinoma of the liver, kwashior- 
kor, and some of the hemoglobinopathies. 

The presentation is limited to the non-infective 
diseases. The author makes no pretense to cover all 
the field of medicine in his book. What he has 
covered is extremely interesting as the setting is so 
different from that to which we are accustomed. 
At the end of each chapter there are references for 
further reading should one wish to do so. Many 
of these references are to African medical journals. 

Chapter 10, “The African Milieu Intérieur” con- 
tains tables of particular significance in that com- 
parisons are made between diseases occurring in 
Europeans and Africans, particularly from the 
standpoint of heredity and blood chemistry. 

This well written book is intensely interesting 
and instructive, particularly for those who will 
visit in Africa. 


R.E.B. 


SurGICAL DISEASES OF THE CHEST. Edited by 
Brian Blades, M.D. 18 contributors. 580 pp., 267 
illust. The C. V. Mosby Company, St. Louis. 
Price $22.00. 

This very timely compilation on the surgical 
management of certain diseases and conditions of 
the chest provides a very readable, factual, and 
concise reference for the surgeon, medical prac- 
titioner and medical student. 

In the last twenty years, thoracic surgery has 
become a well established specialty in its own right. 
The rapid strides being made in cardiovascular 
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surgery permit only the basic fundamentals and 
concepts to be stressed in a text of this nature. 
Particular attention has been given to various dis- 
eases of the chest amenable to surgical treatment 
and management, stressing preoperative prepara- 
tion and postoperative care. 

The anatomical and physiological aspects of 
thoracic surgery are well covered. ‘Chapter 1, Basic 
Physiology in Thoracic Surgery, by Edward J. 
Beattie, Jr., M.D. is a striking keynote to the un- 
derstanding of Thoracic Surgery. Chapters are de- 
voted to Cardiovascular procedures emphasizing 
their basic diagnostic and technical management. 
A chapter is devoted to ancillary endoscopic pro- 
cedures, and likewise one to Anesthesia in Thoracic 
Surgery. 

This is an excellent text which should prove to 
be of great value to the medical student, surgical 
resident, medical practitioner and surgeon. Each 
chapter is followed by an extensive list of sug- 
gested references for collateral reading, which the 
reader will find very helpful. 

Cor. ALLAN B. EakKer, MC, USA 


TRAUMATIC LESIONS OF PERIPHERAL VESSELS. By 
Colonel Carl W. Hughes, Medical Corps, U. S. 
Army; and Colonel Warner F. Bowers, Medical 
Corps, U. S. Army. 197 pp., 58 figs. Charles C 
Thomas, Publisher, Springfield, Ill. Price $8.00. 
Two Army surgeons with extensive experience 

in vascular surgery have collaborated in the prepa- 

ration of this fine book. The experience gained in 
the Korean War particularly is the basis of this 
work. “Each chapter is a complete unit.” 

The authors insist that blood vessel repair know]l- 
edge is needed by all surgeons and consequently the 
book has been prepared with that need in mind, 
although the specialist will want to acquaint him- 
self with the contents of this work. 

The authors state: “It is of extreme importance 
to know what vessels may be interrupted, at what 
levels they may be tied, the likelihood of extremity 
loss with ligation at various levels and the usual 
pathways of collateral or ancillary circulation.” 
That information is available here. 

The bibliographies at the end of each chapter 
are extensive; the illustrations are excellent. 

This is a clearly written treatise on the subject, 
with detail, yet without verbosity. The “know how” 


of peripheral vascular surgery is here in this book. 


Ray Brown, M.D. 


THOUGHT REFORM AND THE PSYCHOLOGY OF TOTAL- 
isM. A Study of “Brainwashing” in China. By 
Robert Jay Lifton, M.D. 510 pp. W. W. Norton 
and Company, Inc., New York. Price $6.75. 
“Brain-washing,” or “Szu-hsiang kae-tsao,” is 

described by the author of this thoughtful study as 

a form of total thought reform whose goal is 

permanent personality alteration. One can perceive 


the operation of thought reform in the writings of 
Mao Tze Tung: “Initially,” says the Chinese 
leader, “give a patient a powerful stimulus; then 
induce him to believe, through constant reiteration, 
that he is mentally ill, so that he becomes fright- 
ened and feels alone; only then is he susceptible 
to thought reform.” 

The author of this stimulating psychiatric study 
went to Hong Kong, to observe the “brainwashing” 
phenomenon by interviewing its victims. The au- 
thor maintained long contact, always with the aid 
of a translator, with the subjects of his study, 
enabling him to observe their reactions over the 
extended period and to analyze such reactions in 
depth. Dr. Lifton gives us a detailed, comprehen- 
sive account of his findings and their implications, 

The author demonstrates that the behavior modi- 
fication involved in thought reform is_ strong 
enough to create a profound change in the self- 
interpretation of thought behavior, values, and 
sense of reality. The author is to be commended 
for destroying what he properly terms “lurid 
mythology” and the web of confusion enmeshing 
reactions to thought reform. He includes illustra- 
tions of victims’ “obvious confusion,” “apparent 
conversion,” and “apparent resistance,” and the 
predisposing factors involved in each type of re- 
sponse to “brainwashing.” He concludes, after 
presenting some vivid examples, that good resisters 
are those with a strong sense of identity, which 
will survive the instillment of guilt and shame. 

The great strength of this work lies in the au- 
thor’s considerable research, astute scholarship and 
dramatic flair, all integrated into a psychological 
framework resulting in an outstanding example of 
creative, “off-the-couch,” research. 


Capt. JoseEpH Cassius, MSC, USAR 


ScIENCE IN Space. Edited by Lloyd V. Berkner, 
and Hugh Odishaw, Space Science Board, Na- 
tional Academy of Sciences. 458 pp., illust. Mc- 
Graw-Hill Book Company, Inc., New York, 
Toronto, London. Price $7.00. 

This timely book presents to the scientific com- 
munity both an analysis of the achievements of 
space science and the possible future directions and 
applications of research in the disciplines concerned 
with advances in space. The editors, Lloyd Berkner 
and Hugh Odishaw, are Chairman and Executive 
Director respectively of the Space Science Board 
of the National Academy of Sciences. They are 
joined by eighteen other eminent authorities, in- 
cluding Harold C. Urey, Joshua Lederberg, and 
James Van Allen, in the documentation of a most 
impressive demonstration of man’s progress into 
space and of the parameters and problems yet un- 
solved. The book is also a joint effort of all the 
members of the Space Science Board. 

The book’s theme is dealt with in chapters rang- 
ing in discussion from the “Nature of Gravitation,” 
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“Meteorology,” the “Sun,” the “Moon,” the “Plan- 
ets,” “Interplanetary Gas and Magnetic Fields,” 
“Geomagnetically Trapped Corpuscular Radiation,” 
“Galactic and Extragalactic Astronomy,” to the 
“Experimental Approaches to Life Beyond the 
Earth.” The emphasis throughout is on the prob- 
lems of basic research. Engineering aspects and di- 
rect applicability are deemed dependent on the so- 
lution of the basic research problems in the various 
scientific disciplines interested in space. 

Until 1957, astronomers were dependent to a 
great extent on a minute part of the electromag- 
netic spectrum for their remarkable discoveries. 
The advances in the state of the art since then has 
opened many additional research directions. For 
example, the ability to orbit instrument-laden ve- 
hicles has resulted in the opportunity to observe 
interplanetary phenomena without the interference 
of the atmosphere of the earth. 

The book is aimed primarily at the scientific 
community at large, as it is the hope of the editors 
that the solutions of the problems in space re- 
search will come from this body. Thus, while the 
book is at times technical, it is not complex. Each 
chapter is followed by a very complete bibliogra- 
phy. The book is an excellent source of data and 
also presents the scope and the nature of the sci- 
entific challenge of space. It is of wide interest to 
those engaged in space research and of particular 
interest to those engaged in the theoretical aspects 
of physics, chemistry, astronomy, geology, and the 
biological sciences. 

Harry WEINRAUCH, M.D. 


THE STRUCTURE AND DYNAMICS OF THE HUMAN 
Minn. By Edoardo Weiss, M.D. 472 pp. Grune 
& Stratton, New York and London. Price $7.50. 


This interesting book summarizes the years of 
experience of a leading psychoanalyst. The book 
itself focuses on the theory of psychoanalysis with 
particular emphasis on ego psychology. 

In the presentation there are many examples 
from clinical material. Also, frequently, the author 
compares the theoretical positions of various 
schools of psychoanalysis in order to underline 
points of convergence or divergence. Generally, the 
author adheres to the concepts of Federn (who 
was his analyst and later his friend and colleague) 
in discussing the central importance of ego theory 
in the handling of patients. 

There are six sections in the book which em- 
brace 49 chapters. Each chapter is closed by a 
bibliography which includes, at times, explanatory 
notes. The scope of the book includes clear presen- 
tations of mental structure, the ego, the id, the 
super ego, ego defenses and dreaming. 

Ego psychology addresses itself to individual 
adaptability, adjustment and reality testing. The 
author includes subjective and objective considera- 
tions of ego. Subjectively, the ego relates to feel- 
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ings of the individual as continuity of body and 
mind in respect to time and space. 

Although the author writes in a very lucid style, 
the subject matter and concepts he discusses prob- 
ably make this book most suitable for those who 
have some psychoanalytic orientation. With that 
proviso, this book is excellent and will be very use- 
ful, informative and stimulating to its readers. 

CHESTER M. Pierce, M.D. 


SoME REFLECTIONS ON GENIUS and Other Essays 
3y Russell Brain. 192 pp. J. B. Lippincott Com- 
pany, Philadelphia and Montreal. Price $6.00. 

In 1869 an epoch making book, Hereditary 
Genius, by Sir Francis Galton was the first real 
study of exceptional talents and abilities. Galton’s 
approach was statistical. In this book by the emi- 
nent English neurologist, Sir Russel Brain, genius 
is examined from the anatomical, physiological and 
psychological point of view. He states his belief 
that the exceptional individual is richer in the num- 
ber of brain cell functional groups or “schemas” as 
he designates them. Better memory, increased as- 
sociation delicacy, and possibly larger numbers of 
both brain cells and functional groups are involved. 

Following the opening essay are short bio- 
graphical studies of some men of genius and su- 
perior talents such as Dean Swift, Dr. Samuel 
Johnson, Lord Monboddo, Charles Dickens and 
others. In these sketches are included the discus- 
sion of a number of interesting questions such as 
the different types of genius; high ability that 
stops just short of genius; inspiration and the 
subconscious mind; and the inheritance of genius 
and intellectual superiority. It would appear that 
personality patterns, intellectual and artistic abili- 
ties and even personality in relation to moral pre- 
dilections are transmitted as much as are physical 
form and character. 

The illustrations in the chapter headings, tail 
pieces and the end papers are a delightful feature. 
For the physician and biological scientist, and in- 
deed for the intelligent layman, this is a most in- 
teresting and informative little book. 

Capt. Louis H. Roppis, MC, USN, Ret. 


OrTHOPAEDIA, Translated from the French of 
Nicolas Andry. A photographic reproduction of 
the first English edition of 1743. Two vols. 
Boxed. J. B. Lippincott Company, Philadelphia 
and Montreal. Price $10.00 
Here is a small 2-volume set which should be 

in the library of every doctor. It is of particular 

interest to the orthopaedic surgeon because it is a 

copy of the original work by the originator of the 

specialty. 
This is a perfect facsimile reproduction of the 
first edition in English published in London in 

1743. Great credit is due the Association of Bone 
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and Joint 3eckett Howorth, Dr. 
Charles W. Goff, the Yale University Medical Li- 
brary and Dr. Anthony F. DePalma, to name some 
of the sources responsible for the reproduction of 


Surgeons, Dr. 


this very important work. 

Nicolas Andry, in his book, planted the seed of a 
great surgical specialty. This copy of the first Eng- 
lish edition contains many basic concepts of the 
observations of pathologic states of the musculo- 
skeletal systems that have stood the test of time 
and form the principles of present day ortho- 
paedic surgery. 

The work contains fundamental information on 
such entities as curvature of the spine, club feet, 
congenital dislocations including the hip, bow legs 
and congenital deformities. He was the first to 
note active participation of muscles in producing 
deformities of the skeletal system. He devised 
many types of splints. As Dr. DePalma states, it 
is hoped that this replica of the English edition of 
“L’Orthopedie” will 
gratitude that we as orthopaedic surgeons owe him. 


make us cognizant of the 

This reproduction by Lippincott & Company in- 
deed is something which I am sure, all of us 
would like to own. 


W. Compere Basom, M.D. 


MANAGEMENT OF HYPERTENSIVE DISEASE. By 
Joseph C. Edwards, A.M., M.D., F.A:-C.P., 
F.A.C.C. With Foreword by Paul Dudley White, 
M.D. 439 pp., illust. The C. V. Mosby Co., St. 
Louis. Price $15.00. 

It is a monumental task for a single author to 
write a book in a fluid and rapidly developing field 
like hypertension, and have the book current in all 
facets at the date of publication. Dr. Edwards has 
accomplished this. Today, six months after publica- 
tion, it is difficult to find a point not currently cor- 
rect. 

The prime value of such a book, however, is to 
collect, culminate, and criticize past and present con- 
cepts. I believe this book performs this function 
superbly. A bibliography of 1622 references sug- 
gests the completeness of the survey. 

The broad aspects are well covered in detailed, 
readable fashion: diagnosis, complications, natural 
history, management, antihypertensive drugs. 

The chapter on “Special Types” discusses beauti- 
fully the surgically curable diseases such as coarc- 
tation, aldosteronism, pheochromcytoma, unilateral 
renal disease, and, remarkably enough, a descrip- 
tion of primary pulmonary hypertension. 

This book is a “must” for libraries, and a 

should” for cardiologists and internists. As source 


“ 


material for lectures it will be invaluable to teach- 


ers. 

To review a book in glowing terms is a trite cus- 
tom today; however, this reviewer is at loss to pro- 
duce constructive criticism of Dr. Edwards’ book. 


Lr. Cot. R. B. Franxitrn, MC, USA 
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INTRA-ABDOMINAL ‘CRISES. By Kenneth D. Keele, 
M.D., F.R.C.P.; and Norman M. Matheson, 
F.R.C.S., M.R.C.P., F.A.C.S. 397 pp. Butter- 
worth, Washington, D.C. Price $10.00. 

The clinical syndrome of abdominal pain and 
vomiting may truly be said to cast its shadow upon 
all the disciplines of medicine. 
tioners, pediatricians, internists, surgeons, obstetri- 
cians, gynecologists, neurologists, urologists, aller- 
gists, dermatologists and psychiatrists alike must 
accept the problem as their own. Often, nonethe- 
less, such a patient is quickly diagnosed as having 
a “surgical belly’ whereupon he is relegated to the 
surgical side of the house where he undergoes an 
operation unless the surgeon declines or his extra- 
abdominal disease reaches clinical notice. If a gen- 
erality is appropriate, it is that the physician is un- 
comfortable with a surgical crisis, the surgeon is 
uncomfortable with a medical crisis and the patient 
is uncomfortable with both. 

This small book should be a balm to all. A physi- 
cian and a surgeon have collaborated to present a 
concise analysis and discussion of abdominal crises. 
The symptoms of abdominal pain, vomiting and 
related manifestations are scrutinized from their 
moment of onset, when the patient himself must 
determine whether a crisis is at hand, on through 
the stages of medical care; including the relative 
or friend, the general practitioner, the ambulance 
team, the hospital admitting room, the treatment 
floor and the various consultants who may be 
called in. The manifestations of acute 
abdominal disease are systemically related to ana- 
tomic and pathophysiologic factors. Intermingled 
with the correlative analyses are clinical notes de- 
rived from the authors’ extensive personal experi- 
ence. Reference is made to the “restlessness of 
colic” and the “stillness of peritonitis.” Christmas- 
time is indicated as the most dangerous of the 
festive seasons, for cogent reasons. One is ad- 
monished to give heed to the inarticulate relative 
or friend of the patient who can only say that the 
patient “looks different.” And one is reminded that 
flexion of the hips with drawing up of the knees, 
while it may be due to peritonitis with psoas 
muscle irritation, may also be due to hip disease. 

An excellent discussion of physical signs is fol- 
lowed by a section on the important subject of 
diagnostic exclusion of diseases simulating intra- 
abdominal crises. 

The large middle portion of the book is devoted 
to individual consideration of a variety of local 
abdominal diseases. Brevity is the keynote through- 
out, but essential information and comment are 
provided in full measure. Several omissions may 
be noted. The authors apparently do not perform 
diagnostic abdominal paracenteses. Also, the dis- 
cussion of hematemesis makes no reference to the 
more aggressive diagnostic approach which utilizes 
gastric cooling, peroral endoscopy and _ barium 
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study of the upper gastrointestinal tract of such 
patients immediately following hospital admission. 
The Mallory-Weiss syndrome is not mentioned as 
4 cause of hematemesis and as a possible argument 
against blind gastric resection for upper gastro- 
intestinal bleeding. 

The importance of recognizing “spurious” hema- 
temesis (blood which originates outside the gastro- 
tract but is before being 
is appropriately emphasized. The final 
portion of the book 
crises as part of general disease and includes en- 


intestinal swallowed 


vomited ) 
intra-abdominal 


deals with 


docrine-metabolic, hepatobiliary, gastroenteritic, en-' 


terocolitic and tropical considerations. 

The book is well done. The text is easy to read 
and is appropriately illustrated. The authors are to 
be complimented for getting so much useful in- 
formation volume of this The few 
typographical errors and rare grammatical over- 
sights in no way detract from the pleasure of read- 
ing it. It is freely recommended for clinicians in 
all fields, from the physical diagnosis class of the 
ought 


into a size. 


sophomore year, where it to be required 


reading... on 
VERNON M. SmirH, M.D. 


An INTRODUCTION TO FUNCTIONAL HistoLocy, 2nd 
Ed. By Geoffrey H. Bourne, M.SC., D.Sc., 
D.Phil. 263 pp., 181 illust. Little, Brown 

3oston. Price $8.00. 

As the title suggests, the author’s purpose is to 
present the functional and dynamic aspect of a 
subject that is too often considered to be one of 
static morphology. Current biochemical and histo- 
chemical data as well as technical details of special 
tissue section preparations are presented. In addi- 


and 


Company, 


tion to describing a few special procedures such 
as demonstration of goblet cells, sulfhydryl groups 
and phospholipids, the author gives methods for 
tissue aldehydes, enzymes and vitamins. He also 
includes a short discussion on autoradiography for 
the demonstration of radioactive iodine, calcium, 
phosphorus and sulfur in tissue sections. 

There are three main chapters, entitled (1) Cells, 
(2) Tissues, (3) Organs. The first chapter is 
detailed and complete. Sections in the 
third chapter relating to the liver and kidney are 


especially 


particularly well done with concise text and sev- 
eral graphic illustrations which greatly aid the 
correlation of histology with physiology. 

As the author notes in his preface, this book is 
not meant to be a complete textbook of histology. 
It is intended to be a supplement to standard texts 


and to inject the concept of the living cell into the 
study of histology. 
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This new edition would seem to serve best as a 
supplementary reading source for graduate stu- 
dents in the biological sciences, especially those in 
biochemisty. Medical students will find it quite use- 
ful in helping to correlate structure with function 
of cells, tissues and organs. Also, it is a source of 
several special staining technics that are not ordi- 
narily included in the widely used manuals or texts 
of histologic technic. 


Rosert F. Ditton, M.D. 


ANATOMY AND PuysioLocy. Applied to Nursing. 
By Janet T. E. Riddle, R.G.N., R.F.N., O.N.C. 
Illustrations by Kathleen B. Nicoll, R.G.N., 
S.C.M., O.N.C. 128 pp., illust. The Williams & 
Wilkins Co., Baltimore, exclusive U.S. agents. 
Price $3.50. 

In this brief, well illustrated book, the author 
has presented a simple overall picture of the human 
body for first year nursing students preparing for 
British State Enrollment. The content is presented 
in a very elementary manner and is more in keep- 
ing with our secondary school biology texts. It is 
intended that the knowledge gained will be applied 
to the nursing arts in caring for patients. A com- 
parison is made of the human body to a delicate 
machine, and the related parts are so described. 
Since a professional nurse today should be familiar 
with the medical technical language and more de- 
tail, this book is considered in many aspects more 
suited for practical nurses and aides. Instructors 
of anatomy and physiology would find this book of 
value in teaching the “slow student,” or teaching 
The black and 
well done. 


classes to high school students. 


white illustrations are exceptionally 
There are helpful visual aids, particularly those in 
the chapter “Posture—Nurse and Patient.” 

Lt. Cot. Evetyn M. Beparp, USAF, NC 


QUAESTIONARIUM Mepicum. Edited by Professor 
Jean Herbert, Former Chief Interpreter, United 
Nations. D. Van Nostrand Company, Inc., Prince- 
ton, Toronto, London. Price $6.00. 

This is a pocket size book intended to assist 
its allied fields in the 
speak other 


and 
patients 


those in the medical 


communication with who 
languages. 

There are 475 questions identically numbered in 
the 17 languages, each having its separate section 
of the book. There are 12 European languages be- 
sides the English; then there is Japanese, Chinese, 
Malay, and Esperanto. 

This book should 


appeal. 


small have a world wide 


R.E.B. 
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I hereby apply for MEMBERSHIP in THE ASSOCIATION OF MILITARY SURGEONS 
OF THE UNITED STATES, and enclose the sum of six dollars for my annual dues, in- 
cluding MILITARY MEDICINE. (Make checks payable to THE ASSOCIATION OF 


MILITARY SURGEONS, U.S.) 
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These certificates, suitable for framing, 
9 by 12 inches in size, are handsomely en- 
graved, on imitation parchment paper and 
will contain the engrossed name and rank 
of the member. They are supplied at a 
cost of $2.00 each, payable in advance. 
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